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ENTAL hygiene in the field of education has passed 

through very much the same phases as in other fields. 
Emphasis at first was placed upon the abnormal child and 
his difficulties, and effort was directed toward helping him 
to a more adequate adjustment. 

Gradually, however, the point of view broadened, until 
to-day the major aim of mental hygiene in education is to 
keep the normal child normal. In the light of this aim, the 
importance of training teachers in the principles and practice 
of mental hygiene is self-evident. In 1921 Dr. William H. 
Burnham published the results of a survey of the work 
that was being done in this direction in the teacher-training 
institutions of this country during the academic year 1919- 
1920.". The present survey endeavors to present the status 
of that work at the present time and to indicate what progress 
has been made during the past ten years. 

The findings of the survey are based on data received in 
response to a questionnaire sent in January, 1930, to 295 


1A Survey of the Teaching of Mental Hygiene in the Normal Schools, by 
William H. Burnham. Mentau Hyaienr, Vol. 5, pp. 19-45, January, 1921. 
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teacher-training institutions as given in the Educational 
Directory for 1929. These institutions include 137 teachers 
colleges, 71 state normal schools, 27 city public normal schools, 
and 60 private teacher-training institutions. Of the 295 in- 
stitutions, 239 (81 per cent) sent information—116 (84.6 per 
cent) of the teachers colleges; 57 (80.2 per cent) of the state 
normal schools; 24 (88.8 per cent) of the city public normal 
schools; and 42 (70 per cent) of the private nursery, kinder- 
garten, and primary normal schools.” 

The questionnaire stated that the term mental hygiene, as 


‘ used in the survey, included the care of those who are mentally 


ill, maladjusted, or disturbed; the prevention of mental dis- 
orders; and the development of habits of healthful mental 
activity. The following questions were asked: 


1. Does your curriculum include a regular course or courses in mental 
hygiene? If so, please state nature of course, hours per week, 
credit given, whether required or elective, year offered—freshman, 
sophomore, etc. 

Is the subject of mental hygiene presented in connection with other 
courses, such as educational psychology, child psychology, general 
hygiene, ete.? If so, please states course in which given, and 
time devoted to mental-hygiene phase. 

. Have you special lectures in mental hygiene during the year? If so, 

please state number, subjects covered, and by whom given. 

4. A. Does your curriculum include courses in mental testing? 

B. Have students opportunity for giving mental tests in a practice 
school? 

5. Have you a course on mentally defective, backward, or problem 

children? 

. Have you a psychiatrist in your institution, for the help of students, 

or for the help of children in a practice school? 
B. If not, is there a member of your faculty capable of giving 
mental-hygiene help? 
7. Have you a mental-hygiene clinic in your institution, or accessible 
to your students, and if so, what is the equipment? 
8. Have your students an opportunity for visiting feebleminded or 
other institutions for exceptional children? 
9. Is there opportunity for practice teaching of special classes? 

10. Please list textbooks used along the lines of mental hygiene. 

11. Please give any additional information you wish concerning the 

need for and interest in mental hygiene in your institution. 


pe 


ww 
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In response to the above questions, the following data were 
received : 


1 United States Department of the~Interior, Bureau of Education Bulletin, 
No. 1 (1929). Washington: Government Printing Office, 1929. 
2 Does not include three private teachers colleges. 
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Fifty-two institutions (21.7 per cent) of the 239 that sent 
data report a regular course in mental hygiene. The majority 
of these are fundamental courses in the principles of mental 
hygiene. Some examples are as follows: 


The State Teachers College, San Francisco, California, reports a course 
in mental hygiene that includes a study of the mechanisms concerned in 
character development; the prevention of mental disorders by proper 
training; and the reéducation of those who suffer from irregularities of 
the personality and consequent maladjustment. The course is elective 
in the junior or senior year. 


The State Teachers College, Kirkville, Missouri, reports an elective 
course in mental and social hygiene, including a study of the character- 
istics of normal mental life and the development of wholesome mental 
habits. The course is offered in the junior or senior year. 


The State Teachers College, Chadron, Nebraska, offers an elective 
course in mental hygiene designed to give instruction in those habits of 
life which contribute toward a wholesome condition and an effective use 
of the nervous and mental processes. 


The School of Education, Western Reserve University, Cleveland, Ohio, 
offers an elective course in mental hygiene and one in abnormal and 
clinical psychology for teachers in service. 


The Territorial Normal School, Honolulu, Hawaii, offers an elective 
course in mental hygiene in the sophomore or junior year. The course 
includes a study of the factors that determine personality and the con- 
ditions requisite to the preservation of mental health. 


An elective course in mental] hygiene is offered in the New Jersey State 
Teachers College, Upper Montclair, New Jersey. This course includes 
ease studies, problems of individual pupils, and the mental hygiene of 
classroom procedure. It is given in the junior or senior year. 


In the four-year course at the James Ormond Wilson Teachers College, 
Washington, D. C., an elective course, consisting of case studies, is 
offered. In the three-year course, mental hygiene is included in a re- 
quired course in child psychology, one-half of the time being devoted to 
mental hygiene. 


At the City Normal School, Syracuse, New York, a required course in 
the elementary principles of mental hygiene is given in the sophomore 
year. 


An elective course in mental] hygiene is offered in the American College 
of Physical Education, Chicago, Dlinois, for students taking the two- 
year course. It is required for students taking the degree course. 


At the Perry Kindergarten Normal School, Boston, Massachusetts, a 
required course in the study of typical maladjustments, with discussions 
of practical methods of handling problems in child training, is given in 
the senior year. 
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A required course in mental hygiene is given at Teachers College, 
Tuskegee Institute, Alabama, in the freshman or sophomore year. The 
course attempts to acquaint the student teachers with the nature of 
normality in children and the prevention and treatment of abnormality. 


Of these 52 regular courses in mental hygiene, 30 are elec- 
tive, 16 required, and 5 required for some students, elective 
for others. One institution did not give information on this 
point. The greatest number of required courses are in the 
private teacher-training institutions, especially in the phys- 
ical-training and the nursery-kindergarten-primary training 
schools. Twenty-two of the elective courses are in teachers 
colleges, the majority of which have a four-year course. Prac- 
tically all the courses are offered in the junior or senior year. 
In a number of institutions, only advanced students are al- 
lowed to take the mental-hygiene course. A very large per- 
centage of the courses are offered in connection with the work 
in psychology, although in some institutions the subject is 
given as part of the health-education program. 

One hundred and ninety-three (80.7 per cent) of the institu- 
tions that sent data report that the subject of mental hygiene 
is presented in connection with other courses. Courses in 
psychology are mentioned 232 times, 121 of them being in 
educational psychology. Courses in hygiene are cited 78 
times. Courses in eleven other subjects are mentioned, in- 
cluding education, educational sociology, and tests and meas- 
urements. In some of these the subject of mental hygiene 
is brought in only incidentally, while in others a definite part 
of the course is devoted to it. The latter situation is most 
frequently found in institutions that have no regular course 
in mental hygiene. 

Fifty-six (23.4 per cent) of the 239 institutions reporting 
state that they have special lectures in mental hygiene. These 
lectures cover various phases of the field, such as mental 
health, mental disease, emotional maladjustments, sex prob- 
lems, and so forth. They are given by members of the faculty, 
members of state departments of education and state depart- 
ments for mental hygiene, psychologists, psychiatrists, and 
physicians. Forty of the institutions that have special lec- 
tures have no regular course in mental hygiene. 

One hundred and eighty-eight (78.6 per cent) of the insti- 
tutions that sent data report regular courses in mental testing. 
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In 142 of these institutions the students have some oppor- 


tunity for practice work in giving tests. 

Sixty-three (26.3 per cent) of the institutions that reported 
give courses on mentally defective, backward, or problem 
children. 

Only 13 (5.4 per cent) report a psychiatrist connected with 
the institution or available for consultation and help. Some 
of the psychiatrists are from state departments for mental 
hvgiene, others are connected with hospitals. One hundred 
and thirty-five of the institutions state that a member of the 
faculty is capable of giving mental-hygiene help. There is 
indication in a number of cases that this help is not efficient. 
One institution is giving its physician a leave of absence for 
psychiatric training. 

Thirty-two (13.4 per cent) of the 239 institutions that re- 
ported state that a mental-hygiene clinic is accessible to their 
students. Some of these clinics are a part of the teacher- 
training institutions; others are child-guidance clinies, such 
as the Worcester Child Guidance Clinic, under the direction 
of Dr. Lawrence A. Averill, and the habit clinics of Dr. Doug- 
las A. Thom, of Boston. In some instances medical schools 
and hospitals codperate with the teacher-training institution. 
The New Jersey State Teachers College, Upper Montclair, 
New Jersey, has a clinic in its institution, the staff consisting 
of a director, a psychologist, a psychiatrist, a medical officer, 
and a visiting teacher. 

Ninety-one (38.1 per cent) of the institutions that sent 
data state that their students have opportunities to visit insti- 
tutions for feebleminded or other types of exceptional chil- 
dren. 

Forty-eight (20 per cent) report opportunities for their 
students to practice the teaching of special classes. 

Table I (page 230) classifies these replies according to type 
of institution replying. 

Question 10 asks for a list of the textbooks in the field of 
mental hygiene that are being used by the teacher-training 
institutions. A total of 133 publications are mentioned. The 
book that seems to be most widely used at present is The 
Normal Mind, by William H. Burnham, which is cited by 44 
institutions. Mental Hygiene, by Daniel W. LaRue, and Psy- 
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TABLE I. INSTITUTIONS REPORTING WORK IN MENTAL HYGIENE IN RESPONSE TO 
QUESTIONS 1 TO 9 OF QUESTIONNAIRE. 








Total 
State City public Private Per cent 
Teachers normal normal normal Number of all institu- 
Question colleges schools schools schools* tions replying 
1 26 8 5 13 52 21.7 
2 93 52 20 28 193 80.7 
3 25 15 13 3 56 23.4 
4 {A 93 45 19 31 188 78.6 
)B 76 37 12 17 142 59.4 
5 37 14 4 s 63 26.3 
_ (A 5 3 1 4 13 5.4 
° )B 65 31 15 24 135 56.4 
7 12 5 6 9 32 13.4 
8 36 16 15 24 91 38.1 
9 19 14 6 9 48 20.0 
* Does not include three private institutions listed under teachers colleges. 


chology of the Unadjusted School Child, by John B. Morgan, 
are mentioned by 26 institutions. LaRue’s Mental Hygiene 
was published in 1927, the other two books in 1924. The 
Problem Child in School, by Mary Sayles, and Everyday 
Problems of the Everyday Child, by Douglas A. Thom, both 
of which were published in 1927, are cited by 9 institutions, 
and The Hygiene of Instruction, by Lawrence A. Averill, 
published in 1928, by 8. No book published in 1929 is men- 
tioned by 5 or more institutions. Eighty-five of the 133 pub- 
lications have come from the press within the past five years. 

These publications cover a wide range of subjects, some 
of which do not deal directly with the subject of mental hy- 
giene. Thirty-five are concerned with abnormal psychology 
and the training of defective children; 29 with child psy- 
chology and child guidance; 17 with the principles of mental 
hygiene; 16 with adolescent, general, and educational psy- 
chology; 12 with personality development; 11 with environ- 
mental problems; and 23 with such subjects as intelligence, 
hygiene, school adjustment, and so forth. Merntan Hyarenr, 
the magazine of The National Committee for Mental Hygiene, 
is mentioned by 10 institutions. 

While a large number of books are cited, there is evidence 
hat teacher-training institutions need information and guid- 
ance as to the latest and most practical mental-hygiene litera- 
ture available. 

In response to the request for information as to need for 
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and interest in mental hygiene, 77 institutions make some 
comment. Thirty-six state that their programs are being 
widened along mental-hygiene lines, with the aim of benefiting 
both the students themselves and the children whom they 
are to teach. In one institution the resident physician is 
on call day and night, and is available for consultation by 
the emotionally disturbed student as well as by those who 
are physically ill. The president of a teachers college states 
that 50 per cent of the social cases and students who consult/ 
the physician in that institution show a definite need for 
mental-hygiene assistance. 

Twenty institutions state that, while they have little or 
no work in mental hygiene, they recognize the need for it 
and would appreciate more information and help. They are 
sympathetic, open-minded, and interested, but for various 
reasons—financial, administrative, and so forth—have not 
been able to include the subject in their curricula. 

Twelve institutions indicate that they do not need mental 
hygiene stressed because their students are a select group 
or are being trained for teaching in elementary schools where 
there are not many abnormal children. Institutions that are 
distinctly vocational are inclined to feel that mental hygiene 
does not relate to their work. However, they are open-minded, 
and several state that they would like to know more about 
the subject. 

Several institutions are not in sympathy with mental-hy- 
giene work, one president stating that a hostile attitude had 
been created in his institution by Freudianism. Several ex- 
press the feeling that there is need for caution in presenting 
the abnormal phase of mental hygiene to young students. 
The need for helping parents is also mentioned. 

The comments indicate that the subject of mental hygiene 
is relatively new, and that there is uncertainty as to just 
how much should be included in a two-, three-, or four-year 
curriculum, what books are best for text and reference, in 
what department the work should be included, and how the 
work can be fitted into an already overcrowded curriculum. 

Of the 239 teacher-training institutions that sent data, 194 
are public and 45 private institutions.' The outstanding dif- 
ferences in the work in mental hygiene in these two types 


1 Three of the private institutions are teachers colleges. 
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are as follows: the private institutions report 31.1 per cent 
of their number as giving regular courses in mental hygiene, 
as compared with 19.5 per cent of the public institutions, 
while 27.3 per cent of the public institutions offer special 
lectures in mental hygiene as compared with 6.6 per cent of 
the private institutions. The private institutions have a 
higher percentage of those that report psychiatric help avail- 
able, mental-hygiene clinics accessible, and opportunity for 
visiting institutions for feebleminded or other exceptional 
children. The public institutions have a higher percentage 
of institutions reporting the presentation of mental hygiene 
in connection with other courses, giving courses and practice 
work in mental testing and courses on mentally defective or 
problem children, having a member of the faculty capable 
of giving mental-hygiene help, and offering opportunity for 
practice teaching of special classes. 

Seventeen of the 28 teacher-training institutions for colored 
students sent data. Two of these—the Tuskegee Teachers 
College, Tuskegee Institute, Alabama, and The Agricultural 
and Industrial State Teachers College, Nashville, Tennessee— 
report a regular course in mental hygiene. Special lectures 
are reported by the Coppin Normal School, Baltimore, Mary- 
land, and the Bluefield Institute, Bluefield, West Virginia. 
Of the 222 institutions for white students that sent data, 
39.6 per cent report special emphasis in mental hygiene by 
a course or lecture, while 23.5 per cent of the institutions for 
colored students report such work. 

Table Il, page 233, shows the number and types of 
teacher-training institutions in each state,’ the number that 
sent data,” the number that report a regular course in mental 
hygiene, and the number that report special lectures. In the 
last division the totals for all four types of institution are 
given, and in addition the number in each state reporting a 
course or lecture, an institution reporting both being counted 
but once. (See also accompanying graph.) 

The states that have the greatest number of teacher-train- 
ing institutions are New York, with 24, of which 22 sent data; 


1 These data are given according to the Educational Directory, 1929. 
2 Seven institutions sent data too late for use in this survey: two in Mississippi, 
one each in Illinois, South Carolina, Virginia, Washington, and Wisconsin. 
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ABLE IJ]. DusTRIBUTION BY STATES OF TEACHER-TRAINING INSTITUTIONS REPORTING 
REGULAR COURSES AND SPECIAL LEcTURES IN MENTAL HYGIENE 
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Massachusetts, with 21, of which 19 sent data; Pennsylvania, 
with 21, of which 20 sent data; Illinois, with 13, of which 10 
sent data; and Wisconsin, with 10, of which 8 sent data. 
California, Connecticut, Missouri, and Texas, each have 9 in- 
stitutions; all of those in Connecticut reported, and 7 of those 
in each of the other three states. According to the Edu- 
cational Directory, 1929, there are no teacher-training insti- 
tutions in Florida, Nevada, Porto Rico, or Wyoming. 

The states in which 3 or more institutions report regular 
courses in mental hygiene are Massachusetts, with 6; New 
York, with 6; California, with 4; and Illinois, Minnesota, 
and New Jersey, with 3 each. The states in which 3 or more 
institutions report special lectures are New York, with 11, 
and Connecticut, Massachusetts, and Pennsylvania, with 4 
each. The states that have the greatest number of institu- 
tions emphasizing mental hygiene by a course or lecture are 
New York, with 16; Massachusetts, with 8; Pennsylvania, 
with 5; California, Connecticut, and Illinois, with 4 each; 
and Minnesota, New Jersey, Ohio, Oklahoma, Tennessee, and 
Virginia, with 3 each. 

The states that seem to have a low percentage of institu- 
tions emphasizing mental hygiene in proportion to the number 
that sent data are Alabama, Maine, Missouri, Nebraska, North 
Dakota, Washington, and Wisconsin. 










































































PROGRESS OF WORK DURING PAST TEN YEARS 

We have spoken of the survey by Dr. William H. Burnham, 
of Clark University, a report of which was published in 
Mentat Hyerene in 1921. This survey was based on data 
gathered through a questionnaire for the academic year 1919- 
1920. A comparison between this survey and the present 
study will indicate to some extent the progress along various 
lines of mental-hygiene work that has been made during the 
past ten years. The results of such a comparison, however, 
can be only approximate, as Dr. Burnham’s results are based 
on data from 175 institutions, while those of the present 
survey are based on data from 239 institutions. In addition, 
the questions used in the two studies, while similar, are not 
identical, and in some cases Dr. Burnham gives the number 
of institutions not doing work, while all the results of the 
survey for 1929-1930 are treated from the standpoint of those 
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doing work. In making comparisons, therefore, numbers are 
used instead of percentages. 

The first question in both surveys asks for the number of 
institutions that have regular courses in mental hygiene. In 
the survey of 1919-1920, very few regular courses in the 
subject of mental hygiene were reported, 137 institutions stat- 
ing definitely that no courses in this subject were given. This 
leaves 38 that either had a course or did not give definite 
information. The two cases cited as having a course indicate 
an emphasis on the abnormal or pathological phase of mental 
hygiene. In the present study, 52 institutions report defi- 
nitely that a regular course in mental hygiene is included in 
the curriculum. A large number of these are basic courses 
in the principles of mental hygiene. The emphasis is on pre- 
vention, but the abnormal is also included. 

In Question 2 of the survey for 1919-1920, etevention 
was requested concerning any special course in mental hy- 
giene. Dr. Burnham reported that in 127 schools no such 
course was offered, but that special lectures or courses were 
given in a few. In the present survey 56 institutions report 
definitely that special lectures in mental hygiene are given, 
covering such subjects as personality development, the pre- 
vention and treatment of maladjustments, mental and nervous 
disorders, and so forth. 

Questions 3, 4, 5, and 6 of the former survey dealt with 
the presentation of mental hygiene in connection with psy- 
chology, child study, school hygiene, and other courses. In 
answer to these questions, 103 schools reported that a part 
of the field of mental hygiene was taught in connection with 
the subject of psychology; 78 schools reported it in connec- 
tion with courses in child psychology or child study; 62 
schools, in connection with courses in school hygiene; and 
41 schools, in connection with other courses such as social 
science, physiology, and biology. 

Question 2 of the present survey requests information re- 
garding the presentation of mental hygiene in connection 
with other courses. In answer to this question, 158 institu- 
tions report that the subject of mental hygiene is presented 
in connection with courses in psychology; 74 institutions, in 
connection with child psychology; 78, in connection with 
courses in general hygiene; and 11, in connection with other 
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courses, such as educational sociology, tests and measure- 
ments, and so forth. The total number of courses in con- 
nection with which mental hygiene was presented was reported 
in the former survey as 284; in the present survey it is 321. 

Question 7 of the survey for 1919-1920 asked for informa- 
tion concerning courses in the practical training of teachers 
in testing the mental ability of children or in visiting insti- 
tutions for the feebleminded and defective, or any other form 
of practical instruction. To this question 94 schools reported 
that such work was being done. In the present survey, a 
course in mental testing is reported by 188 institutions, 142 
of which offer opportunity for practice work in the giving 
of tests. One hundred schools report that students have an 
opportunity for visiting feebleminded or other institutions 
for exceptional children. This information was given in re- 
sponse to Questions 4 and 8. 

In the former survey, 25 institutions reported that courses 
were given to prepare teachers for ungraded (mentally de- 
fective) classes in the publie school. In the present survey, 
63 institutions report that they have courses in work with 
mentally defective, backward, or problem children, while 38 
report that an opportunity is given for practice teaching 
of special classes. 

In the present study, 13 institutions report a psychiatrist 
either on their faculties or available for assistance with 
students or with children in a practice school. Thirty-two 
institutions report that they have a mental-hygiene clinic in 
their institution or available to their students. This informa- 
tion was not asked for in Dr. Burnham’s study. 

A comparison of the books reported as being used in the 
two studies brings out some interesting facts. Dr. Burnham 
cited 25 books and articles ‘‘selected as representative of the 
books reported in use by the schools reporting’’. The total 
number of books given was not mentioned. Seventeen of 
these 25 publications were issued before 1915. The subjects 
covered by this representative list included feeblemindedness, 
nervous disorders, physical defects, mental deficiency, and 
measurement of intelligence. Nine, however, pointed in the 
direction of prevention and normal development. In the pres- 
ent study 133 publications are mentioned, dealing with the 
principles of mental hygiene, child psychology, abnormal psy- 
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chology, mental and emotional disorders, personality develop- 
ment, social environment, and the like. Of these publications 
109 appeared after 1920, and 85 in 1925 or later. Only 7 
were published before 1915. 

While Dr. Burnham reported much interest and desire for 
help on the part of the normal schools, the present survey 
seems to show a keener and perhaps more intelligent interest. 
The work of the past ten years has given a better under- 
standing to many as to just what the subject of mental hy- 
viene includes, and how significant it is to the work of the 
teacher-training institution. A large number of the 239 in- 
stitutions that sent data express a desire for more work 
along this line. 

While very few institutions reported regular work in mental 
hygiene in 1919-1920, 92 institutions now report regular 
courses or special lectures relating to this subject. 

The work in mental testing has greatly increased, and there 
has been a marked increase in classes for special and problem 
children as well, indicating a growing recognition of indi- 
vidual needs. More clinics and other facilities for psychiatric 
assistance are available. Further, there is evidence that men- 
tal hygiene is coming to be recognized not only as a special 
subject, but as a method to be used in all teaching and in 
teacher-pupil and parent-child relationships. As one presi- 
dent of a teacher-training institution puts it, his teachers are 
getting the mental-hygiene point of view. Mental hygiene 
is not a subject that will lose its interest or value with the 
vears; it is a method, which will become more and more vital! 
in all education. 
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SUMMARY 
This survey has brought out the following significant facts 
regarding the work in the field of mental hygiene that is 
being carried on in the teacher-training institutions of the 
country: 
1. Teacher-training institutions are interested in the 
subject of mental hygiene. 
2. Of the 239 institutions that reported, 52 (21.7 per 
eent) offer a regular course in mental hygiene. 
3. A large number of these courses deal with the prin- 
ciples of mental hygiene, stressing the normal as 
well as the abnormal. 
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. The majority of the courses are elective. 
. The majority of the required courses are in private 


teacher-training institutions. 


. Practically all of the courses are offered in the junior 


or senior year, or are open only to advanced 
students. 


. A very large percentage (80.7 per cent) of the 239 


institutions that reported state that some phase 
of mental hygiene is presented in connection with 
other courses. 


. Of the 321 courses mentioned, 232 are in various 


branches of psychology. 

Of the 239 institutions reporting, 56 (23.4 per cent) 
have special lectures in mental hygiene. 

Forty-one of the institutions that have special lec- 
tures do not offer a regular course in mental 
hygiene. 

One hundred and eighty-eight (78.6 per cent) of the 
239 institutions reporting offer regular courses in 
mental testing. 

Sixty-three (26.3 per cent) of the 239 offer courses 
on mentally defective, backward, or problem chil- 
dren. 

Thirteen (5.4 per cent) state that they have a psy- 
chiatrist in connection with their institutions or 
available for their students. 

One hundred and thirty-five (56.4 per cent) of the 
239 state that some member of the faculty is capa- 
ble of giving mental-hygiene help. In some cases 
there is evidence that this help is not efficient. 

Thirty-two (13.4 per cent) state that they have a 
mental-hygiene clinic in connection with their in- 
stitution or available for their students. 

Ninety-one (38.1 per cent) state that their students 
have opportunities to visit feebleminded or other 
institutions for exceptional children. 

Forty-eight (20 per cent) state that their students 
have an opportunity to practice the teaching of 
special classes. 
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A higher percentage of the private teacher-training 


institutions report regular courses in mental hy- 
giene, while a higher percentage of the public 
institutions report special lectures in the subject. 


. While work in mental hygiene is being, carried on 


in teacher-training institutions for colored stu- 
dents, the institutions for white students report 
a higher percentage doing such work. 


. The states that have the greatest number of teacher- 


training institutions emphasizing mental hygiene 
by course or lecture are New York, with 16; Massa- 
chusetts, with 8; Pennsylvania, with 5; California, 
Connecticut, and Illinois, with 4 each; and Min- 
nesota, New Jersey, Ohio, Oklahoma, Tennessee, 
and Virginia, with 3 each. 


. The states that seem to have a low percentage of 


teacher-training institutions emphasizing mental 
hygiene in proportion to the number reporting are 
Alabama, Maine, Missouri, Nebraska, North Da- 
kota, Washington, and Wisconsin. According to 
the Educational Directory, 1929, there are no 
teacher-training institutions in Florida, Nevada, 
Porto Rico, or Wyoming. 


. One hundred and thirty-three publications covering 


various phases of mental hygiene are mentioned 
as being used by the teacher-training institutions 
for text or reference. 


. The books most widely used by these institutions at 


present are The Normal Mind, by William H. 
Burnham; Mental Hygiene, by Daniel W. LaRue; 
and Psychology of the Unadjusted School Child, 
by John J. B. Morgan. 


A wider acquaintance with the more recent and prac- 


tical literature in mental hygiene is needed in in- 
stitutions of this type. 


The comments made by presidents and heads of de- 


partments of the institutions reporting indicate a 
keen interest and a desire to include more mental- 
hygiene work in curricula. 
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26. During the past ten years mental-hygiene work in 
teacher-training institutions has made significant 
progress along various lines. 


CONCLUSION 

Mental hygiene has given to child psychology and child 
euidanee, and indeed to all education, a new significance. 
While it adds a greater responsibility to the work of the 
teacher, it offers richer opportunities for helpfulness. The 
results of this survey show that a large number of teacher 
training institutions are aware of the importance of mental 
hygiene. Many have expressed ‘‘keen interest’’ and ‘‘ great 
need’’, 

The interest is shown in the enlarging of programs to in 
clude regular courses and special lectures in mental hygiene: 
in the introduction of courses in mental testing, and for 
teachers of mentally deficient and maladjusted children; in 
the recognition of the importance of mental-hygiene and child 
cuidanece clinics; and in the increasing use of literature in 
the field of mental hygiene. 

The survey indicates that in the large majority of teacher- 
training institutions the work in mental hygiene is under 
the direction of the department of psychology or in connection 
with work in psychology. In a number it is a part of the 
gveneral health program. 

or the most part, the courses in mental hygiene are elec 
tive and are offered in the junior and senior years. Public 
and private institutions located in large cities, with child- 
guidance clinics available, are naturally more advanced in 
the work in this field than institutions in small cities or towns. 

During the past ten years there has been marked progress 
in the work in mental hygiene in teacher-training institutions 
as evidenced by a comparison of the present survey with a 
similar one made in 1919-1920. 

This survey reveals the following problems and difficulties 
encountered by teacher-training institutions in earrying on 
mental-hygiene work: 


1. In some teacher-training institutions there is still econ 
fusion as to just what mental hygiene covers and 
what needs it meets. 
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2. Some institutions are seeking advice as to the length 
and nature of a course to offer in two- or three-year 
curricula, which are already overcrowded. 

3. The large amount of literature published in recent 
years covering various phases of mental hygiene 
makes it difficult to choose the best and most prac- 
tical books for text and reference. 

4. Various institutions state that while there is interest 
in and need for mental-hygiene work, progress is 
impossible because of financial or administrative 
problems. 

5. The importance of reaching the pre-school child, and 

of educating parents, in order to make mental hy- 

viene effective in the schools, is being recognized 
by the teacher-training institutions. 


linally, the survey has brought out the following outstand 
ing facts regarding mental-hygiene work in teacher-training 
institutions : 


1. Emphasis in the field of mental hygiene has shifted 
from the abnormal to the normal, from the problem of 
treatment to that of prevention. 

2. The individual is becoming the focus of aitention, 
and education is striving to meet the need of the child. 

3. The significance of case studies must lie in the 
method and attitude employed; no two maladjustment 
problems can be treated alike, and environmental factors 
must be considered in the light of physical, mental, and 
emotional variations. 

4. Every teacher-training institution should include 
some work in the principles of mental hygiene in its 
curriculum. 

o. In order to keep the normal child normal, and to 
adjust the maladjusted child, every teacher must apply 
the principles of mental hygiene in all her instruction 
and school relationships, and carry on her work with 
the mental-hygiene point of view. 








A MEDICAL PROBLEM THAT BECAME 
A PSYCHOLOGICAL PROBLEM 


LOUISE NELSON 
Public Schools, Seattle, Washington 


OST of us have evolved far from the seventeenth-century 
consideration and treatment of behavior, from a moral 
point of view, with reward and punishment in proportion 
to its relative goodness and badness as an issue. Behavior 
is now generally conceived of as any reaction on the part of 
the individual to maintain or restore his equilibrium in rela- 
tion to his internal and external environments. It includes, 
therefore, every phase or step of his developmental progress, 
though development is but one facet of the whole complicated 
problem. This naturally makes learning a kind of behavior. 
The present-day treatment of behavior emphasizes practical 
issues—that is, positive values are stressed with a view to 
a satisfactory and satisfying social adjustment for the indi- 
vidual. And now, when educators, and especially teachers, 
find themselves, to parody A. A. Milne, asking: 
What is the matter with Tommy Bain? 
He’s failing with all of his might and main, 
He won’t do his school work—four ‘‘work slips’’ again- 
What is the matter with Tommy Bain? 


they do not keep Tommy after school to punish him for not 
learning his lessons, but try to find out the cause underlying 
his failure. They consider Tommy himself and the situation 
in which he is functioning unsatisfactorily, and examine con- 
ditions that ought to be changed in order that Tommy may 
function satisfactorily. This usually involves changes within 
and without Tommy, and the teacher’s problem is to find out 
through some agency what changes need to be made. 

For assistance in this quest, she usually sends Tommy 
either to a psycho-edueational clinic or a medical clinic, ac- 
cording to the nature of his problem at the time. But often 
it is found at the clinic to which he is sent that had he gone 
to the other early enough, he would not now be a client in 
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the present clinic—.e., frequently a problem which, at the 
time it is referred, is psychological in nature was in its incep- 
tion an essentially medical one, and vice versa. 

Problems of the former type not infrequently arise in an 
injury to one of the sense organs, either at birth or during 
the early developmental years. And when we consider that 
an individual’s experiences are obtained only through stimu- 
lation of the sense organs and receptors, the importance of 
these organs, separately and in connection with their ana- 
tomical relation to the rest of the body and to development, 
is at once apparent, both from the medical and the psycho- 
logical point of view. 

This study deals with just such a problem—one that was 
essentially medical in its inception, but that through neglect 
became psychological. 

Statement of the Problem.—Thomas, a nineteen-year-old 
high-school boy, was referred to the child-study laboratory 
by his English teacher because of a reading disability. He 
had credits enough to justify his placement as a senior, but 
had four times failed to pass in American literature and in 
composition. He had drifted from one high school in the 
city to another and had attended summer school. When he 
came to the A— High School in the fall of 1929, his Kne- 
lish teacher asked him, along with the rest of the class, to 
read The Crisis and report on it. Thomas said that he 
had read the book at the C— High School, but when told 
that the members of the class were expected to give an oral 
eriticism on the book, he played truant for two days. On 
his return he was asked to bring in a criticism written outside 
of school. He failed to do this and gave many and varied 
excuses for not doing so. Finally, when, without warning, 
he was pinned down in class and told to write a review with 
the rest of the students, he could not write a word. 

Then it was learned that he had failed twice to make his 
grade at the C— School because credit depended upon a 
review of this book, and that at the suggestion of his English 
teacher he had attended the summer school to make up the 
deficiency. There, too, he had been presented with The Crisis, 
only to fail again because he could not review even the first 
few chapters of the novel. 
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An interview revealed the fact that he was absolutely con 
vineced that he could not read and that any effort in that 
direction would be a waste of time. He said that he had 
never read a book through and did not read the newspaper- 
not even the ‘‘Funnies’’. In defense of this cherished belief 
and prejudice, he said that he had but one eye. Yet he was 
taking architectural drawing and doing the work. His 
favorite subject was mathematics, though he had never made 
a grade above D. In all classes he took a seat in the back 
of the room and never raised his voice in recitation: no teacher 
could extract a sentence from him except in private conversa 
tion. He puzzled his teachers and the boys’ adviser. Thev 
had little patience with him, and he was finally referred to 
the child-study laboratory for study and diagnosis. 

Family History and Home Conditions.——Thomas’ parents 
are Canadians by birth, of Irish extraction and Catholie in 
belief. They migrated when young from Wisconsin to the 
West Coast. They are now middle-aged and robust, of good 
average intelligence, as judged by achievement, and thor- 
oughly practical and unemotional. Apparently they live hap- 
pily together and are keenly interested in the social and 
mental welfare of their children, but have rather poor insight 
into their problems. Spending money is too generously pro- 
vided, and responsibilities are easily avoided. E.vasions are 
readily accepted. 

The mother is good-natured and easily persuaded. When 
she criticizes, her criticism tends to be negative and destruc- 
tive rather than the reverse. The line of least resistance is 
likely to be followed even while the truth is being sought. 

The father, who holds an executive position in a large 
machinery depot, possesses considerable mechanical skill and 
is thoroughly businesslike. The disciplining of the children 
he leaves to his wife, and aside from ‘‘providing well’’ for 
his family, he lives largely in his work. 

Thomas has eight siblings, three brothers ad five sisters, 
all of whom completed the elementary school. Four of his 
sisters completed college and three are married, while the 
fifth, an unattractive-looking girl, failed to finish high school, 
owing to poor health. One brother completed high school at 
the average age and is married. Another brother is a fresh- 
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man in high school and three years retarded pedagogically, 
largely because of irregular attendance, due to illness. The 
third brother attends a Catholic college, where his placement 
is consistent with his life age. 

The mother says, ‘‘The girls, with one exception, are smart, 
but the boys are all slow.’’ 

The home is in a very good neighborhood, is large, comfort- 
able, and well furnished, with good, but not expensive furni- 
ture. There is a very good radio and there are pets and a 
pleasant garden, but very few books or magazines. 

Thomas Himself —Thomas began life as a marasmic baby 
of four and a half pounds, born after a long labor with the 
aid of foreeps, December 1, 1910. He was bottle fed and 
at four months weighed only seven pounds. He watked at the 
age of fourteen or fifteen months, got his first tooth at four- 
teen months, but did not talk until two years of age. During 
the foreeps delivery, the retina of his right eye suffered an 
injury and the eye had a blood clot on it for four days. That 
this injury had affected the sight was not discovered until 
he was eleven years old. Then a school nurse detected it 
and informed both Thomas and his mother that he could 
not see very well with that eye. 

As a child Thomas had measles, but otherwise no illness 
due to infection. He was not robust, was never a hearty 
eater—never really hungry—and was always underweight. 

Temperamentally he was quiet, calm, and not easily irri- 
tated; he always was, and still is, inclined to be solitary and 
uncommunicative. He has never been interested in girls, and 
when he goes to places of entertainment, always goes alone 
or with his mother. He does not make friends easily and has 
few among his own sex and none among the opposite sex. 

Up to the seventh grade, he attended the parochial schools 
of a large city, then entered the public schools and has since 
attended them with indifferent success. He has always been 
fond of drawing and sketching, and has always done some- 
thing along that line since a child. 

His mother considers him friendly, obliging, and honest. 
His English teacher and other teachers of the A— school con- 
sider him unreliable, evasive, and inclined to shirk responsi- 
bility; conscious of his failures, but inclined to rationalize 
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them, and unwilling to put forth effort to compensate for or 
overcome them. 

During the past few years he has begun to establish a 
certain degree of economic independence by working during 
the summer months for his father at the machinery depot 
and during the year serving as clerk after school hours in a 
men’s supply shop. 

When he came to the laboratory in September, he was a boy 
of average height and very thin, rather good-looking, with 
deep-set, dreamy blue eyes and a far-away expression which 
suggested that his was not an easily accessible personality. 
His posture was bad; he was self-conscious and easily em- 
barrassed; his voice and hands trembled; his clothing exhaled 
the ghosts of many by-gone cigarettes; his voice was a color- 
less monotone; but his smile, when he vouchsafed one, was 
whimsical, ingratiating, and engaging. He never used a sen- 
tence when a monosyllable would answer the purpose. He 
had been sent to the laboratory, he said, to find out why he 
couldn’t read, and he added that he was not interested in 
reading—didn’t care for it. 

Thomas Assessed.—The assessment of Thomas’ reading 
disability required the consideration of four groups otf 
factors: (1) his intelligence level; (2) the condition of his 
sensory, motor, and perceptive powers; (3) his emotionality; 
and (4) his general health. These were all evaluated as care- 
fully as time and equipment would permit. 

A thorough physical examination gave negative results, 
with the exceptions that he was found to be considerably 
underweight, of poor muscular development, and an excessive 
smoker. His hearing was good, but the sight of the right 
eye was defective. 

The family oculist, an authority in his field, made a special 
examination of Thomas’ eyes and reported that the vision 
of the left eye was practically normal without glasses and 
‘ame up to normal with suitable correction for myopic 
astigmatism. The right eye had a very high degree of myopic 
astigmatism, correction of which brought the vision up only 
to 6/60 which, at best, indicated marked variation from normal 
vision. The retina showed ‘‘certain defects, probably con- 
genital’’, The oculist added that, with the correction made 
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by proper glasses, there was no reason why Thomas should 
not earry on his school work, but that ‘‘he would never have 
the comfort or acuteness of vision that one with more nearly 
normal eyes could expect”’. 

[It is to be regretted that he could not have been given 
psychiatric and neurological examinations. 

At the laboratory he was given the following battery of 
tests and made the ratings appended: 


I. Intelligence Tests C.A. M.A. I.Q. 
A. Verbal: 

Dx ROCRMPORG-OS. 5 5 e shise esd oscern0 18-10 15-1 94 

2; BRulimann-Binet ... 2 cscsesessivee 2-10 14-6 97 

3. PRUPSCON INGENUITY 6... 2. ss. eee an 18-10 45 percentile 


B. Non-verbal: 


Ds a FE 6 Se we aioe dominates . 18-10 15-9 98 
C. Thurston spatial relations: 

Ee DONE EA Sie) bwin Smee Oe brace ee ees Superior 

DB Ns awe ote one Sess aes. e Inferior 


II. Psycho-physical Tests 
OR ee eee 18-10 18-6 
eo RC i 18-10 13-0 


I1I. Mechanical-Ability Test 


A. Stenquist assembly, Series I[........... 18-10 T score 68-75 
percentile 
IV. Achievement Tests Ed. A. Grade placement 
A. Stanford achievement: 
I. SOMEBONEEG BOOTS) 6h 5. aac cne ects aces 14-4 8B 
DN soi ci sek ora eto eien 15-1 9B 
he: NOMIC ONO co Soisig. Genes hes saprsoerriarsi« -.. 14-12 8A 
PER RERON ai gia arcs can eunuiwagewean 14-11 SA 


V. Diagnostic Tests 
A. Compass Diagnostic XVIII, Form A, 


SE 55g. ws naietinnaame new nen 12-6 6A 
B. Gates reading Mentalage Grade aqe 
1. Gates upper-grade tests ........... 13-0 GA 

Ds SERED PARI RS oak oes. ce ccecscticis Above norms 
b. Gates word pronunciations..... 12-7 GA 
B. POROUS BUTEIOS oc vices aeceunes Average 
4. Visual perception 
a. Perception of figures.......... 13-1 7B 
bd. Pereeption of digits .......... Above norms 
ce. Perception of words........... 13-1 7B 
d. Selection of figures ........... 13-7 7A 


e.. Selection Of WOTdS <.6é66<iesa. 13-1 7B 
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5. Visual analysis and recognition 


a. Geometrical designs .......... Above norms 

b. Wordlike characters .......... 7-5 2B 
6. Memory span 

Se eee Above norms 

b. Auditory Tgures «...6.2scivees 7-5 2B 

©. RUEOTY TOVOES: cc ckdinveccns Above norms 

eee err Above norms 

is NN aoe ck dhe gress ai ana eree en 12-6 6B 
7. Auditory discrimination .......... Normal 
8. Associative learning 

a. Vieual-visual, Test 1 .........-. 11-6 5A 

b. Visual-visual, Test 2.......... Above norms 

ce. Visual-visual, Test 3 .......... 10-0 6B 

d. Visual-auditory, Test 1........ Above norms 

e. Visual-auditory, Test 2........ Above norms 

f. Visual-auditory, Test 3........ Above norms 


These tests were given on different days over a period of 
ten days, the Gates reading being given last. The Thurston 
ingenuity test was included as a check on the ingenuity test 
in the Stanford-Binet, on which many high-school students 
are now sophisticated; also because the directions must be 
read by the subject. The Thurston spatial-relations tests 
were added as a check on tests of this nature included in the 
Binet scale and as a rough measure of eye fatigue. The 
Compass Diagnostic XVIII, Form A, advanced, was given 
because success on it depends upon the ability to read quickly 
and comprehendingly the problem solving directions, and to 
solve these problems within a time limit. It puts a premium 
on both speed and accuracy and penalizes for lack of mastery 
of the mechanics of reading. 

The Kuhlmann-Binet was given in addition to the Stanford- 
Binet because the responses at the upper levels on the Kuhl- 
mann require less verbal facility than those of the Binet, but 
a much higher degree of attention and concentration on the 
part of the subject. 

The Gates reading tests were used to diagnose Thomas’ 
reading disabilities because his academic history and his rat- 
ing on the Stanford achievement indicated less than high- 
school achievement in reading and because the Gates tests are 
designed primarily to measure skills, techniques, and acquired 
habits, and give in addition clues to sensory defects or effects 
resulting from these. The reasons for giving the other tests 
are obvious. 
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Thomas was interested and very cooperative in all of the 
tests, but emphatic in his statement of a dislike for reading 
and loyal to his conviction that he could not read. He always 
explained his dislike by lack of interest, and then immediately 
transferred the charge to poor eyesight. 

On the Stanford scale, his performance was very irregular. 
His basal age was nine years. His vocabulary was equal to 
that of the average ten-year-old child, and he failed on the 
free-association test, a result consistent with his poor voecabu- 
lary. He failed to define abstract terms or to see differences, 
but he quickly saw the word relationships in the dissected 
sentences, generalized from concrete instances, and saw simi- 
larities. On all tests requiring the ability to manipulate 
spatial relations with materials not physically present, he 
succeeded within a minimum time limit. The ingenuity test 
he solved in ninety seconds. The number series he passed 
at the highest level. In brief, he did remarkably well on 
tests requiring little manipulation of word relations and 
poorly on tests requiring verbal facility. 

On the Kuhlmann scale, he rated four points higher than 
on the Stanford scale, which is what would be expected con- 
sidering the type of his successes on the former. The 
‘‘upright forms’’ test he passed in a minimum time limit and 
made no errors, and this is by far the most difficult of the 
spatial-relations tests on the Kuhlmann seale. On the ‘‘un- 
familiar forms’’ he made but two errors and completed the 
test in a short time limit. In the ‘‘triangle-on-square’’ test 
he made but one error. These tests all require concentration 
and the ability to manipulate spatial relations in more than 
one dimension. These and the arithmetical problems he 
passed at the fifteen-year level. Tests that required verbal 
facility in either reading the directions or making the 
responses he failed on at the thirteen-, fourteen-, and fifteen- 
year levels. 

He was penalized in the Kohs block test because of lack of 
speed of performance, but made no extra moves. 

On the Thurston ingenuity test, his achievement placed 
him in the 45 percentile. This less-than-average rating still 
left open the question of his sophistication in the Stanford- 

inet ingenuity test. He claimed, however, never to have 
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been given the test or to have heard of it. It may be that 
the 45 percentile rating was due, in large part, to the fact 
that he had to read his own directions and complete the series 
within a time limit. His conspicuous successes were on the 
problems that required primarily the manipulation of spatial 
relations. 

The spatial-relations tests, A and B, were administered 
at one sitting, the simpler form being given first. Since there 
are no norms for these tests, the results can be given only 
in terms of what Thomas did. On the simpler form he made 
three errors on the series of twenty-four figures, while on 
the more complicated form he failed on twenty of the series 
of thirty-nine figures. Since the majority of his failures 
appear in the middle and last third of the second series, which 
is trying to the eyes, with only four in the first third, eye 
fatigue seemed suggested. 

In the psycho-physical tests, he showed poor eye-hand 
coordination, and in the MacQuarrie block, lack of visual 
acuity, while on the Healy tapping test, his motor output and 
control were good. 

His rating on the Stenquist assembly, Series I, placed him 
in the 75 percentile, which indicated that he is equaled or 
exceeded by only 25 per cent of adult men. And in this 
connection it is interesting to note that on ‘‘Stanford-Binet 
indicators of mechanical ability’’ as worked out at the Uni- 
versity of Minnesota, he passed all but the ‘‘ vocabulary’’ and 
‘‘induetion’’ tests—that is, he passed eight out of ten tests 
which are considered ‘‘indicators’’. 

In general achievement he had the attainments of the aver 
age eighth-grade student, his arithmetic and spelling achieve- 
ments being a trifle superior to those in reading, history, 
language, natural science, and word meaning. His emotional 
bias registered itself very obviously on the history, literature, 
and language-usage tests, where he made his lowest ratings. 
The rating in arithmetic was very materially lowered when, 
on the Compass diagnostic test, he was required to read his 
own directions as well as the problems, and solve them within 
a time limit. 

Reading.—When given the Gates reading tests, he was very 
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codperative and, in fact, interested. He put forth good effort 
and displayed attention and concentration while working. 

The outstanding characteristic of his performance on these 
tests was lack of speed. The units of perception in reading 
appeared to be the letter and the word. Hach word was 
fixated separately, and pronounced slowly, painstakingly, and 
haltingly. Long words he separated syllable from syllable by 
long pauses. This all suggested that the mere mechanics of 
reading had never been mastered; that such techniques as he 
had were immature and undeveloped. 

In reading for general significance—that is, for apprehen- 
sion of the significant idea in a passage—he failed because 
he became lost in the details of word recognition and word 
analysis. On the other hand, where creative imagination and 
a comprehension of facts and their relations were required, 
he showed ability to relate what he had read to suggested 
issues, to get detailed items, and to relate these to the genera! 
problem. This type of performance Gates tells us is in keep- 
ing with an individual of average intelligence handicapped 
by a reading disability due to lack of mastery of the me- 
chanies of reading. 

Thomas’ auditory functions and memory proved to be 
average or slightly above. 

In visual perception he was below average both in speed 
and accuracy, and in visual recognition and analysis, these 
deficiencies being particularly connected with words and 
wordlike characters. For geometrical designs his visual! 
memory span was excellent and his reactions quick. 





In associative learning he made a good or excellent record 
on all forms of material except wordlike characters. 

Motor tests and tests for handedness indicated that he was 
definitely right-handed, but possessed of poor eve-hand 
coordination. 

Diagnosis of Thomas’ Reading Disability —While not 
robust, Thomas’ health was good so that his difficulty had 
to be sought elsewhere than in poor health. 

His rating on all of the above tests, and especially on the 
Stanford seale (M.A. 15-1; I.Q. 94) and the Kuhlmann seale 
(M.A. 14 4/8; 1.Q. 97), indicated that he possessed average 
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intelligence, which meant that he comprehended spoken lan- 
guage, reasoned, and formed judgments as well as the average 
individual, so that the cause of his disability had to be sought 
elsewhere than in the field of general intelligence. Further, 
his auditory functions appeared to be normal. 

This limited further search for the cause of his disability 
to the emotional field and the sensory field—excepting the 
auditory. In consideration of the former, we noted that he 
had made a good average score on the Gates associative-learn- 
ing tests; a perfect score on over one-half of them and a low 
score only on the one dealing with wordlike characters. This 
strongly suggested that his emotional attitude was unfavor- 
able, that his motivation might well be questioned. 

This was substantiated by his ratings in the history, litera- 
ture, and language-usage tests of the Stanford achievement, 
in comparison to his ratings on the other tests of that seale. 
Moreover, the fact that his scores for visual perception of 
figures and words were but one grade below average sug- 
gested that his eye defect was not serious enough to militate 
against his doing acceptable school work in subjects that 
required a certain facility in reading. This, however, did 
not preclude the possibility that the defect made reading 
fatiguing, particularly as he would not wear the glasses pre- 
seribed, except occasionally in the seclusion of his home. 

In this connection it was also recalled that his performance 
on the Thurston spatial-relations tests strongly suggested eye 
fatigue, so that the probability was that he did suffer from a 
certain amount of eye strain and fatigue, which in part 
accounted for his dislike for reading and his failure to master 
its mechanies. 

Thomas possessed the necessary techniques, both in form 
and kind, tor adequately distinguishing, visually as well as 
auditorily, the characteristics of words and phrases, but these 
techniques were still immature and undeveloped. The mere 
mechanics of reading he had never mastered. And this prob- 
ably arose from the fact that he had always found reading 
more or less fatiguing, which in turn gave rise to an unfavor- 
able emotional attitude. This became reinforced, as time went 
on, by continual failure and his mother’s constant reminder 
that ‘‘her boys just couldn’t read’’. 
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Henee in treating Thomas’ behavior we had to consider 
trying to give him insight into his own problem, trying to 
change his attitude toward reading, and aiding him in gaining 
a mastery of the mechanics of reading. 

Treatment.—With the above facts in mind, a course of four 
months’ remedial work was outlined for Thomas. ‘Twice a 
week he came to the laboratory, where he was given specific 
training and drill in work recognition and analysis, as well as 
in word meaning. And since he had given some evidence otf 
being ‘*motor minded’’ and of having a non-verbal bent, the 
kinesthetic approach was used. 

A list of the simpler words which he consistently failed 
to recognize in very simple paragraphs were selected. These, 
with other words, he traced with crossed fingers or with an 
unsharpened pencil and pronounced them while he traced, 
later writing them separately, giving their definition, and 
using them in sentences and paragraphs. For two months 
this method was pursued, the difficulty of the words being 
eradually increased. At the same time his English teacher 
allowed him an elastic program, permitting him to write 
themes on subjects of his own choosing and along his own 
line of interest. Suggestions and outlines for home reading 
were also provided. During the first two months his learning 
curve steadily ascended, then reached a plateau, on which 
he rested for a week. After this he made another slight 
advance, and by the middle of December he could read simple 
articles, such as John Borrough’s nature studies, at average 
speed, could always give the main fact of the paragraphs, and, 
when held down to it, could give many of the contributory 
contextual facts. He acquired a library card, took out books 
and magazines, and began one or two novels, but never com- 
pleted one. 

After the first of the year, owing to pressure of work at the 
laboratory, it was not possible to continue work with Thomas, 
and he was lost sight of. It was felt, however, that he had 
gained some insight into his own problem, that his emotional 
attitude had been slightly turned in a constructive direction, 
and that he had reached a stage where he got some satis- 
faction from reading. 

Yet, because he lacks sufficient urge to build persistently 
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and consistently upon the foundation laid, his prognosis does 
not appear to be markedly hopeful. He has so long cherished 
and defended his beliefs and prejudices regarding reading 
that it will be difficult for him permanently to establish and 
defend a new attitude without long continued outside help. 
Added to this is his unwillingness to wear his glasses, except 
occasionally. 

General Diagnosis.—This is a boy of good average intelli- 
gence, but slight emotional instability; of good general health, 
but not of great robustness; possessed of a marked creative 
imagination, which reveals itself in the non-verbal field, and 
in addition mechanical ability above the average. 

Laboring from birth under a handicap of defective vision, 
due to an injury to the essential receptive part of the eye, 
the retina—which is really a part of the brain, with the so- 
ealled optic nerve a true cerebral tract—he no doubt found 
that tentative attempts at reading when a young child caused 
discomfort and fatigue, and as he grew older and found him 
self required to make more and more complex adjustments 
with a defective organ to an increasingly complicated reading 
situation, he no doubt responded to this distressful sensory 
condition with an avoidance of reading. Consequently, he 
reached the age of eleven years very much in arrears in 
achievement and eagerly seized the crutech—defective vision- 
offered him by the nurse. This offered so plausible an excuse, 
so effective a defense for what had become a bad habit that 
there is small wonder that he accepted it. 

Had the eye defect been discovered and diagnosed before 
the reading age, and glasses prescribed, Thomas might have 
had a much more satisfactory emotional life and school life. 

However, in spite of his not permanently overcome handi- 
‘ap, it seems likely that his above average mechanical abil- 
ity—associated as it is with average intelligence and markedly 
superior ability in the power to manipulate spatial relations— 
his creative imagination, and his introvert tendencies will 
make him an asset to the world of mechanics. 

His experience suggests the advisability of an early and 
thorough examination of the sensory organs of children before 
entrance to school, with equally thorough periodic subse 
quent ones. 





MENTAL FACTORS THAT AFFECT 
SCHOOL ABILITIES 


W. LINE 
Department of Psychology, University of Toronto 


RESENT-DAY educational research is showing the very 

marked and healthy influence of the mental-hygiene move- 
ment. The more academic phases of educational psychology, 
with their rigid insistence on laboratory techniques and con- 
trols, are being modified by the more intimate connection be- 
tween scientific research and the complex service field—an 
intimaey fostered by those who are now searching for facts 
concerning mental development by careful observation in the 
schools themselves. The genetic picture of childhood is being 
made more meaningful, more complete, because of the growing 
realization that a thorough understanding of that picture is 
necessary to a preventive program; and the influence of the 
school on the mental growth of the child is the particular 
emphasis now being made by those who are endeavoring to 
integrate educational research into the mental-hygiene pro- 
gram. Instead of the earlier question, ‘‘How may psychol- 
ogy be applied in order that more efficient learning may 
result?’? we now ask, ‘‘How may our school activities best 
assist in fostering the mental health of the pupils?’’ And 
while these two questions may be interpreted to mean the 
same thing, they usually represent a difference in approach 
to edueational problems, consequent upon a difference in the 
objectives implied. The former tends to regard education in 
terms of learning, intellectually conceived; the latter em- 
braces the more ultimate educational (and, therefore, mental 
hygiene) ends. 

Naturally, therefore, the educational-research worker is 
finding that the methods of the mental-hygienist are basic in 
his own sphere. The case-study method, the continuous 
observation or genetic method, and the like, are his avenues 
of approach to more thorough understanding of what part is 
played by the school. But the very nature of his problems, 
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in so far as these may be in any way differentiated from those 
of other workers in the mental-hygiene field, enables him to 
bring to bear a very healthy influence upon those methods 
themselves. It is with certain phases of this influence that 
the present article deals. 

It is universally agreed that the genetic method is the one 
that is most ideal in arriving at the necessary foundation for 
a mental-hygiene program. The case-study method is a 
second best, or is a means whereby the genetic picture may 
be more immediately clarified for present guidance. But in 
our admirable determination to render immediate service in a 
field where so little is yet known, do we not tend to miss the 
real significance and beauty of the genetic method as truly 
coneeived? Do we not select our categories of observation 
largely—sometimes entirely—in terms of behavior ‘‘inci 
dents’’, rather than in terms of psychological (functional) 
manifestations? Or, if this is an unjust accusation, do we 
not sadly confuse our behavior concepts with the more subtle 
concepts of mental hygiene? Contrast, for instance, the dis 
tinct differences between such categories as ‘‘temper tan- 
trums’’, ‘‘lying’’, or even ‘‘enuresis’’, with those of ‘‘timid- 
ity’’, ‘‘shyness’’, ‘‘negativism’’, and the like. In all cases, 
the observer necessarily uses those categories in relation to 
overt behavior manifestations. But there is a distinct differ 
ence in the implications of the two classes: the one really 
intends to refer only to descriptive aspects of behavior, to 
incidents that are observable by others; the second goes much 
deeper, and implies the functional picture, fairly definitely 
conceived, as well. And by confusing this distinction, our 
conception of the genetic method tends to become that of a 
series of quantitative records, dealing with frequencies of 
separate acts, which may be rightly classified under their 
respective behavior categories, but which may demand quite 
different classification in terms of function. 

It is true that the question whether this latter suggestion 
is correct or not can be determined only by systematized 
observation of behavior; and, therefore, our behavior cate- 
gories are necessary. But something more is needed. The 
data must lend themselves to treatment in such a way that 
their interrelation is revealed. Further statistical treatment 
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may be one aspect. But in essence the genetic method is 
undoubtedly qualitative, and must ultimately arrive at a 
qualitative interpretation of the cross-sectional picture of the 
child as he now is—a picture that can, of course, be meaning- 
ful only in so far as its antecedents and functional conse- 
quents are known. In our search for the genetic aspects, we 
may lose sight of this cross-sectional ‘‘involvement’’. We 
may so hopelessly confuse our genetic-psychological concepts 
with those of overt behavior incidents that our data will be 
extensive, but meaningless; and only the enriched experience 
of the clinician, who diagnoses and prognosticates on the basis 
of at least an implied genetic picture, will save us from 
disaster. 

Let us turn to a further illustration, taken from the more 
immediately educational sphere, and hence lead to a substan- 
tiation of our claim that the educationist is peculiarly fitted 
to assist in clarifying our methods. Evaluation of eduea- 
tional progress is ultimately qualitative, in the sense that a 
child is rated as superior or inferior to another in respect 
to a given ‘‘ability’’ or ‘‘trait’’. The basis of determining 
that rating may be more or less ‘‘ objective’’, and may involve 
mathematical quantities. But fundamentally the entity pos- 
tulated and measured is an inherent mental quality or aspect. 
The situation may, therefore, be compared to the ‘‘rating 
scale’? method of differentiating between individuals, despite 
the apparently greater objectivity of method in arriving at 
the evaluation in the one ease than in the other. Both methods 
may be made equally reliable and valid, and both tend to be 
based on observations of end results, rather than on specific 
behavior manifestations. Not the act, but the progressive 
results of the acts are the special data of observation. And 
like the ratings on psychological traits or assumed traits, the 
grades in educational characteristics lend themselves to inter- 
relation by statistical techniques. So that the qualitative 
correlation of educational abilities can be made to some extent 
in a more scientific way than is the case with behavior eate- 
gyories. These latter are always interpreted in terms of a 
qualitative functional counterpart, it is true. But the basis 
of that interpretation is always subjective, and can be checked 
only by an empirical procedure of further behavior observa- 
tion and clinical method. 
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This must in no sense be construed as a criticism of the 
one approach in terms of the other; for they are comple- 
mentary. The difference between them is our present em- 
phasis. And that difference comes out very prominently if 
we consider the usual procedure in a case study where the 
difficulty is apparently educational. A child is reported to 
a clinic because of some observed inefficiency in school work. 
An inability to do arithmetic at a certain level may be taken 
as an example. This is usually referred in terms that imply 
a qualitative judgment concerning the child rather than the 
school; we have succeeded in putting the child in the center 
to that extent! Kxamination proceeds in terms of ‘‘intelli- 
gence’’ measurement—a psychological attribute. If the rat- 
ing is very inferior, we feel that we have an explanation. But 
if there is no significant deviation here, we transfer our 
inquiries to environmental factors: the home, the interests of 
the parents and their attitudes toward the child, discipline, 
routine, and so forth. And if we find apparent irregularities 
here, we endeavor to change things in a way that we find, from 
experience, is likely to change the child. The inherent cause 
of the disability is sought almost entirely in terms of the 
environment, irrespective of the child, provided that the one 
psychological measure we know is ‘‘normal’’. 

Historically this attitude is a natural outcome of circum- 
stances. In the earlier days of measurement of individual 
differences, ‘‘intelligence’’ was supplemented by all sorts of 
unproved subsidiary mental entities. Special abilities and 
disabilities were postulated in profusion to explain variations 
in performance. And these were dubbed inherent and in- 
born without further ado. Subsequent research tended to 
discount such an assumption in many ways. The influence 
of home attitudes, of fortuitous circumstances in the child’s 
history, all pointed to a definite development of performance 
variations, rather than to a necessary inherent lack or excess 
of such powers. The Behaviorist emphasis was particularly 
strong in this direction; and the statistical work of Spear- 
man, the experimental investigation of the influence of in- 
terests and effort in various lines of activity, and so forth, 
have brought further weight against the ready postulate of 
special abilities as earlier conceived. But to discard the 
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psychological bases of performance variations, of apparent 
special abilities, entirely, and to throw the emphasis com- 
pletely on to environment—more or less abstractly con- 
ceived—appears to be just as one-sided and unwise as before. 
Might we not expect that an analysis of causes of success or 
failure in certain broad lines of activity would reveal other, 
more subtle, psychological deviations, which have been over- 
looked in our training programs, and which have played a 
vital part in the genesis of these special disabilities? 

It is in this connection that one of the many suggestive 
leads given by Spearman seems, to the writer, to have a 
significant application. After a completely satisfying ob- 
jective demonstration of the general nature of ‘‘@’’, or ‘‘in- 
telligence’’, as measured by the tests of that factor, certain 
other functional unities are isolated by him. As an inter- 
pretative supplement, he puts forward the tentative hy- 
pothesis of ‘‘mental energy’’ to account for ‘‘g’’; but this 
‘‘energy’’ displays marked individual differences, not only 
in quantity, but also in quality. The variation in ‘‘inertia’’ 
corresponds to the statistically demonstrable factor of ‘‘per- 
severation’’ (‘*p’’); and differences in terms of fatigue recu- 
peration manifest themselves, during continuous and con- 
centrated mental work, as a greater or less ‘‘oscillation’’ or 
fluctuation in efficiency (‘‘o’’). These additional variables 
make our psychological analysis of a child much more mean- 
ingful and scientific than before; and the relationships be- 
tween deviations along the new axes thus demonstrated and 
mental functioning in the classroom would seem to be worthy 
of investigation. 

This approach, which leads us to inquire into the possible 
existence of inherent individual differences other than ‘‘gen- 
eral intelligence’’, may well begin through the medium of 
the case-study method. ‘Take, for example, the fact that some 
of the most common ‘‘difficulties’’ throughout the school are 
those in arithmetic. If we examine the frequency of diffi- 
culty in this subject, in terms of school grades, we find a 
marked tendency for abnormally high incidence in the third 
year of the public-school course (excluding the kindergarten) 
and again at a level some two years later. During the first 
of those periods, the fundamentals are being stressed very 
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emphatically, with especial attention to speed. At the later 
stage, a greater emphasis is being placed on problems. Fur- 
ther, the second period of difficulty is at the point where the 
so-called ‘‘dull-normal’’ child begins to find the academic 
program more and more unsuited to his general intellectual 
capacity; and the ‘‘difficulties’’ are very largely found in 
this group. So that if we allow for such a factor, the earlier 
peak of frequency appears more significant, since the inci- 
dence of difficulty is by no means explained in terms of mental 
age. Hence an examination into causes at this level might 
conceivably lead to the discovery of individual peculiarities 
of a psychological nature which show themselves here for spe- 
cial reasons. If these are undetected and unsuspected, while 
our methods of teaching and our course of study are deter- 
mined in terms of the normal mental age, lack of success may 
so influence individual attitudes toward the subject that an 
apparent ‘‘disability’’ ultimately develops. 

To make this more concrete, let us suppose the case of 
child A, who is of normal ‘‘intelligence’’, yet ‘‘careless’’, 
‘‘inefficient’’ in arithmetic; while child B, of like mental 
and chronological age, is very successful. As far as can be 
determined, past history and social factors are sufficiently 
similar in the two cases to be regarded as constants; likewise, 
standing in other branches of school work reveals no marked 
differences. Detailed examination of the children compara- 
tively indicates equal speed in adding columns of figures, 
but difference in accuracy. Yet the individual number com- 
binations are answered equally well and with the same degree 
of promptness. Further analysis, however, may show one 
of two things. If long lists of figures are presented for 
addition, the progressive summation being given orally by 
the child, while the instructor governs the time by pointing 
to the successive figures, the one child makes frequent 
errors—which, however, are corrected immediately, if the 
pointer pauses whenever a wrong answer is given. Or the 
one child makes an error at points in the column which are 
distributed at regular intervals, irrespective of the actual 
number combination involved. The first case might conceiv- 
ably be due to an excess of mental inertia, which handicaps 
the child in turning rapidly from one mental item to another; 
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so that in spite of normal speed of cognition (consequent 
upon normal amount of mental energy, or ‘‘g’’) a slower 
tempo of continuous and varied cognition results. A habit 
of normal promptness in responding (established in the class- 
room) means a tendency to give an answer based on unclear 
cognition. The second case might indicate an abnormal flue- 
tuation or oscillation factor which again is not conducive to 
constant speed of response. Both difficulties are readily over- 
come by a very slight modification of method. 

If we accept the examples given purely as illustrations 
(based, however, upon fairly extensive clinical evidence), 
we may proceed further to the suggestion that once any such 
‘‘functional’’ factors are indicated, their scope and range 
could be determined by test techniques and statistical evalua- 
tion of the results. The question as to their origin and genesis 
would come later, when the relative influences of ‘‘inherent 
nature’’ and ‘‘environment’’ could be evaluated: and, further, 
when the influence of acquired characteristics which offset any 
inherent disadvantages could be investigated. In this way, 
functional interrelations and genetic aspects would come 
to light. 

Two further suggestions of method come from the same 
source, but sinee very little has been done to demonstrate 
their value at present, they will be dismissed briefly. The 
first is that since the correlational techniques of Spearman 
have been successfully applied in the field of ‘‘character’’, 
with the striking result that a general factor of far-reaching 
importance has been isolated (namely, that of ‘*purposive- 
ness’’ or ‘‘persistence’’), a possibility exists for demonstrat- 
ing objectively the values of different educational methods, 
in terms other than those of acquired content. Educationally 
this naturally implies a philosophy as to the worth-while 
nature of ‘‘persistence’’. But all evaluations in practice 
involve similar ethical judgments. The second suggestion 
emanates from the qualitative theory of ‘‘noégenesis’’, with 
its clarification of the importance of ‘‘relations’’, and the rela- 
tive significance, in learning, of eduction and reproduction. 
Methods of presentation, selection, and arrangement of the 
curriculum, all receive added guidance from a knowledge of 
the genetic laws of relating processes—laws that add to the 
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significance of Gestaltpsychologie by making the meaning of 
**Gestalt’’ more clear and experimentally usable. In addi- 
tion, the parallel growth of ‘‘relating power’’ and ‘‘g”’’ 
accounts for many otherwise perplexing peculiarities in chil- 
dren, especially in the earlier grades, and hence our treat- 
ments may be directed accordingly. Reversible letters and 
words, sometimes met in the writing of slowly developing 
children, are not such inexplicable phenomena, if we remem- 
ber the fact that all children pass through such a stage; only, 
the normal child is beyond that stage by the time that he 
begins to write in the public school. The random reversal 
of letters, words, and so forth, seems to indicate awareness 
of a less complex relation system than the constant form 
demanded in ordinary writing. 

Summarizing the above, we may say that a few of the posi- 
tive influences available to the educational-research worker 
have been indicated. These are especially in the direction of 
a truly psychological, functional interpretation of the genetic 
picture of childhood; and as such they would seem to demand 
intensive exploration. More specific results will, it is hoped, 
be available for publication in the near future. 





— 





CHICAGO’S NEW COLLEGE PLAN * 


CHAUNCEY S. BOUCHER, Pu.D. 
Dean of the College of Arts, Literature, and Science, University of Chicago 


HAT is the New Plan? It is our answer to the wide- 

spread criticism that college education has been too 
much of a routine, lock-step, time-saving affair. Flexibility 
is the chief characteristic of our new plan. The program of 
each student is framed entirely in the light of his achieve- 
ments in the past, his present interests, and his plans for the 
future. Inthe pursuit of any and all parts of what is for him 
individually the best program, the student may progress as 
slowly or as rapidly as is advisable in the light of his indi- 
vidual interests and capacities. 

First of all it should be realized that the announcement of 
this plan was not a product of caprice or snap judgment. 
Several of our boards and committees have been studiously 
grappling with the basic problems of college education for 
several years, and the main features of the plan recently 
announced have been mulled over and over by many of us 
during the last three years. We have frequently changed 
our ideas about details, but we are convinced that the basic 
principles of the plan are sound and are appropriate in the 
present stage of the development of college education. 

We have two primary objectives in view. First, we desire 
to protect the superior student against unreasonable lock-step 
requirements, and to make it possible for him to progress 
as rapidly in his educational development as his capacity will 
permit. Secondly, we desire to set up at least a minimum 
standard of educational achievement, which is not provided 
in the routine course-credit system. We desire to give mean- 
ing to the Bachelor’s degree: that the student has passed 
through a real educational development; that he has acquired 


*Epiror’s Nore: The author of this article, a graduate of the University of 
Michigan, prepared it for The Michigan Alumnus where it was published in the 
number for January 10, 1931. Because of its obvious mental-hygiene implica- 
tions it is here reprinted by permission. 
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a respectable amount of general education, and has mastered 
the factual information, the methods and techniques of at 
least one large field of thought to the extent that he can mar- 
shal the materials and subject matter of the field, organize 
it, correlate it, interpret it, and use it in an intelligent and 
purposeful fashion. 

We have not changed our scholastic requirement for 
entrance, but have simplified the form of statement to read 
‘‘graduation in the upper half of the high-school class’’. 

With no change in admission practice, we expect that under 
the new plan, as under the old one, the great majority of our 
students will be able to ‘‘make the grade’’, remain in good 
standing in college, and graduate in four years, but with more 
of an education and a better one; and that superior students 
will be able to graduate in less than four years. 

For several years we have insisted that the first two years, 
the junior-college period, be devoted primarily to general edu 
‘vation, with the opportunity to begin the early stages of 
specialization; that the last two years, the senior-college 
period, be devoted primarily to concentration in a chosen field 
of thought, with some opportunity to continue the pursuit 
of general education. 

The new plan involves no serious change in regard to the 
balance between breadth of distribution in fields of study in 
the early period and concentration in a chosen field in the 
later period, except that the new plan guarantees a more 
meaningful contact with, and a more systematic survey of, 
all the major fields of thought for purposes of general educa- 
tion, and a more meaningful, systematic, and thorough pene- 
tration into a chosen field in the period of concentration. 

For too many years each department in nearly every col- 
lege organized its elementary courses solely with a view to 
meeting the demands made upon the student in the advanced 
courses in the subject. The interests and needs of students 
in regard to a particular subject as part of a general education 
were neglected. In recent years we have developed several 
orientation or survey courses in departments and in fields 
of thought which include whole groups of departments. 
These courses have served admirably the needs of students 
in regard to general education, and are no longer experiments, 
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but are proved successes. Under the new plan more such 
courses will be offered. 

In recent years several of our departments have reorgan- 
ized their advanced-course offerings into logical and well- 
integrated groups. Under the new plan every department 
will be compelled to have its courses so ordered. 

In recent years we have studied the proper uses and the 
unfortunate abuses of the lecture method; we have experi- 
mented with sectioning on the basis of ability, with large and 
small classes, with placement tests, with tentative registra- 
tion subject to promotion or demotion at any time to a higher 
or lower class, and with honors courses in which each student 
is given complete freedom from routine requirements and is 
permitted to progress as rapidly and as far as his interest 
and capacity may lead and permit. 

Under our new plan we shall be in a position to put into 
practice in all of our work the fruits of this study and experi- 
mentation in methods of instruction, with one objective always 
in view—the sound and rapid development of the intellectual 
powers of the student to what for him is the utmost of his 
eapacity. We shall use the lecture method, supplemented by 
discussion sections and individual conferences, in part of our 
work. In other parts we shall use the small-class method; 
in still others the seminar or individual-project method. In 
each course the method will be determined by the nature of 
the subject matter to be covered, and the methods and habits 
of thought, the techniques and skills which the student is 
expected to master. Methods used in the pursuit of each 
subject by each student will be determined in the light of 
the student’s educational needs, objectives, and capacity. 

In the last ten years we have developed a_ thoroughly 
effective plan for educational guidance and personnel work, 
with individual consideration and attention for each student. 
Under the new plan this educational-guidance work will be 
even more necessary and hence more purposeful. 

At the present time no phase of college education is so 
severely criticized and so nearly unanimously condemned as 
is the system of measuring the student’s educational progress 
and attainments in terms of course credits. And yet no insti 
tution has had the courage to change the system except in 
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a few details. Quantity, quality, distribution, and concentra- 
tion requirements for the Bachelor’s degree are stated and 
measured in terms of course credits or semester hours and 
grade points. A few institutions have successfully super- 
imposed a comprehensive examination in the student’s senior- 
college concentration field upon the universal course-credit or 
semester-hour requirement. 

What has been commented upon in the press as the most 
daring, the most radical, and the most stimulating feature of 
our new plan is our commitment to abandon the ‘‘credit sys- 
tem’’ and to permit the student to pass from general to 
specialized education (from junior to senior college) not on 
the basis of course credits, but solely on the demonstration, 
through appropriate examinations, that he has developed edu- 
eationally to the level of achievement which merits such pro- 
motion. Though the institution first to take such a step may 
justly be said to be courageous, the step cannot justly be said 
to be dangerously or extremely radical in view of all of the 
progressive developments wrought in recent years in college 
education, in view of what we now know about different types 
of examinations, and in view of the almost unanimous agree- 
ment that the course-credit system is the most formidable 
impediment in the path of progress in the field of college 
education. 

Upon the recommendation of President Hutchins, the uni- 
versity senate and the board of trustees recently approved 
an administrative reorganization of the work in arts, litera- 
ture, and science designed to facilitate the operation of the 
new college plan and the adoption of similar changes at higher 
levels of our educational program. 

The new organization creates five divisions—the college and 
four divisions for advanced study for the Bachelor’s, Mas- 
ter’s, and Doctor’s degrees, in the humanities, the social 
sciences, the physical sciences, and the biological sciences. 
Each of the five divisions has a dean and a budget of its own. 
Each member of the college faculty is a member of one of the 
four upper divisions. Though the college has its own faculty, 
budget, and dean, and thus has all the freedom needed, it is 
also so closely knit into the divisions and the university as a 
whole that all of the educational resources of the institution 
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are available. This is one of the notable advantages of a col- 
lege in a great university. The faculty is not segregated and 
no stigma of inferiority will be attached to membership in the 
college faculty, since many full professors and departmental 
chairmen will continue to participate in college instruction, 
and since President Hutchins has asserted on more than one 
oceasion that significant contributions in the field of college 
education will receive recognition in the form of promotions 
in rank and advances in salary comparable to the same forms 
of recognition given for significant research productivity at 
the graduate level. 

The functions of the college are to provide appropriate 
opportunities for each student to acquire the minimum essen- 
tials (and as much more as he may desire) of a general 
education, and to prepare himself adequately for work in the 
division or professional school in which he may elect to pursue 
his advanced study. The measurement of these attainments, 
necessary for admission to a higher division for advanced 
study, will be by examinations and not by course credits. A 
student may, with the consent of his dean, take these examina- 
tions at any time they may be offered, which will probably 
be at the end of each quarter. Though we shall continue for 
a time to admit transfer students to senior-college (divisional) 
standing by the presentation of satisfactory credits, we 
expect, as soon as possible and advisable, to admit students to 
divisional study for the Bachelor’s degree only by the same 
examinations which will be required of our own college 
students. 

Our educational objectives in our college work will be 
clearly reflected in printed syllabi, bibliographies, and sample 
examinations, available for study by any interested person in 
or outside our university community. 

The general-education examinations will cover the four 
major fields—humanities, social science, physical science, and 
biological science. These examinations will be carefully 
framed with a view to the level of achievement which may 
legitimately be expected of all students who should be encour- 
aged, or permitted, to progress into advanced study. 

The number of courses which it may prove necessary for 
any student to pursue in order to prepare himself adequately 
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for the general-education examinations will depend upon the 
distribution and quality of his high-school or preparatory- 
school work, and upon his capacity and the effectiveness with 
which he applies his capacity in the college. 

Besides passing the four general-education examinations, 
each student to be admitted to a division for advanced study 
will be expected to pass a special examination which will 
require such mastery of factual knowledge, methods and 
habits of thought, techniques and skills as may be deemed 
necessary for the successful pursuit of advanced work in the 
division elected. Appropriate courses, providing this neces- 
sary prerequisite training, will be offered. 

Though a student may not exit from the college division 
into an upper division for advanced study on the basis of 
course credits, we shall keep records enough to be able to 
determine each quarter whether a student is wasting his time 
and our educational resources, and to protect the interests of 
students who may wish to transfer credits to another irfstitu 
tion. The student’s dean will at all times be acquainted with 
his rate and degree of progress, and will always be available 
for advice and counsel. 

The battery of examinations administered at the end of the 
college period for admission to an upper division for advanced 
study will include at least three types, and in some instances 
four types: the new type of multiple choice and short answer, 
the essay or discussion type, the problem type, and in doubt- 
ful eases a supplementary oral examination. In the adminis- 
tration of the problem type we propose to give the student a 
problem in his field of major interest, supply him with all 
the books or laboratory equipment or both that he may think 
necessary for the solution of the problem, and then give him 
a day or perhaps even two days in which to work out and 
write up his solution, discussion, and conclusions. We believe 
that no one of these types is adequate for all purposes; we 
believe that at least three, and in some instances four, types 
are necessary to test the different forms of mastery which 
the student should demonstrate that he has attained, for 
admission to advanced study, and to give the student the full 
opportunity to exhibit his powers. 

Though an instructor may test the students in his course 
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at any time and in any manner he may choose, the compre- 
hensive examinations at the end of the college period will 
be framed and administered under the supervision of an 
examining board, who will be responsible for seeing that the 
examinations are framed, individually and collectively, to 
demand no more than the appropriate level of achievement. 

The divorce of the examining, marking, and credit-awarding 
function from the instructional function is certain to establish 
more wholesome relationships between instructor and student. 
The student will immediately recognize that he and the 
instructor are working in a common cause—the educational! 
development of the student—that they are not opponents in 
the game, but are team-mates, both striving to prepare the 
student to show that he is qualified for work at a higher level. 

We believe that this plan will vitalize our effort to get the 
student to realize that the mechanical piling up of course 
credits, first in high school, then in junior college, and then in 
senior college, is not an end in itself; that his own educational 
development is the important consideration throughout his 
progression from one institutional unit to another; that his 
intellectual resources and powers must be developed soundly 
and progressively if he is to advance with assurance and 
profit to higher educational levels where greater opportunities 
are offered and greater demands are made. With our plan 
in operation, high-school teachers and principals can easily 
convince their students who may be planning to enter the 
University of Chicago that their high-school work has more 
significance than the acquisition of enough credits with grades 
barely high enough to meet our entrance requirements, 
because the more progress a student makes in the develop- 
ment of his intellectual resources and powers in high school, 
the more quickly and the more surely will he be able to demon- 
strate in the college that he is adequately prepared for 
advanced work in the division of his choice as a candidate for 
a degree; he can, in the college, capitalize quite concretely the 
investment of serious and thoughtful effort made in high 
school. 

Though the part of the student’s college program devoted 
to rounding out his general education will be in a sense a 
continuation of his secondary education, it should be perme- 
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ated with the tone and temper of the university performance ; 
and the part of his college program devoted to the specific 
prerequisites for advanced work in a division should be 
geared quite definitely to fit the tempo of real university work. 

The college period will be a transition period between sec- 
ondary and higher education—a transition which can be made 
instantly by only a few students even in an institution with 
an admission system which is more highly selective than is 
ours. If the college period were to be merely a continuation 
of secondary-school performance, it would fail; or if it were 
to be a truly university performance, it would fail. We shall 
endeavor to have it bridge the gap successfully for all our 
students. This gap-bridging period for most students will 
be two years—the present time required in the junior college; 
for others it will be one year or less, depending in each 
instance upon the size of the gap to be bridged; for others 
it may be three years; and for a few others it will probably 
become clear, as at present, that the gap cannot be bridged 
successfully. 

With a well-organized curriculum, with stimulating and 
inspiring instruction, with educational measurements more 
significant than course marks and credits, with the lock-step, 
time-serving, routine and perfunctory requirements and 
restrictions eliminated, and with a plan of work which fur 
nishes a continuous challenge to the student to give the utmost 
of his capacity, we hope to keep alive and to sharpen his 
initial eagerness, verve, and enthusiasm. 

Though it has not yet been voted by the faculty to substi- 
tute measurement by comprehensive examinations in the place 
of course credits in advanced (senior college) work for the 
award of the Bachelor’s degree, such is quite likely to be the 
next step in the development of our plan. Similarly such a 
change in measurements would logically follow for the award 
of the Master’s degree and for the Doctor’s degree. 

We have made considerable progress in the preparation of 
details of the plan, and the college faculty has voted that the 
plan shall go into effect for the freshman class entering in 
October, 1931. All students who have matriculated prior to 
October, 1931, will be permitted to be candidates for admis- 
sion to an upper division (senior college) and for the degree 
under either the old or the new plan. 











STUTTERING 


SMILEY BLANTON, M.D. 
Department of Child Study, Vassar College 


PEECH is the index of the mind, says Seneca; not only 

the index, but the very medium through which the mind 
is formed and developed. That is why courses in speech 
should occupy an important position in the curriculum of 
every school and college. The person who graduates from 
school or college unable to speak his mother tongue clearly, 
rhythmically, and idiomatically both in public and private, 
is not educated. It, of course, follows that no child should 
leave school with a defect of speech if it is possible to remedy 
it. Even such slight defects as a mild slurring of the speech 
or a lisp should receive treatment. Especially should that 
serious speech disorder, stuttering, receive the attention of 
teachers everywhere. For stuttering not only causes a block- 
ing or hesitation in the outward speech, but disturbs the emo- 
tions so that clear thinking is often impossible. 

Stuttering may show itself as a complete blocking of the 
speech or a repetition of initial sounds or any imaginable com- 
bination of these two symptoms. There are many cases in 
which there is never any outward sign of spasms of the speech 
organs, but a constant fear that stuttering will occur; many 
words are dreaded, and there is a constant substitution of 
one word for another. Such a case was that of an engineer 
who had no sign whatever of a stutter, but felt that there 
were hundreds of words that he could not say. His high- 
school and college years had been marked by suffering; every 
class was an ordeal. 

With persons who do stutter, the symptoms vary a great 
deal. A very brilliant college student, a junior in college 
at seventeen, never stutters when he works in his father’s 
store, nor when with his companions, but only in his chemistry 
classes. Chemistry is his major in college; he likes the sub- 
ject and is doing well in it; and yet it is in this subject that 
he stutters. A girl of sixteen stutters only in one class in 
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school where there is a most unpleasant teacher. A business 
man stutters only over the telephone. 

There is no dividing line between the frank stutterer who 
shows all the typical symptoms of blocking and hesitation 
and the person who is nervous, embarrassed, and timid when 
the social situation calls for speech. There are many such 
persons who find it difficult to recite. They often cover up 
their embarrassment by a refusal to speak. Such refusal is 
not infrequently interpreted by the teacher as sullenness or 
obstinacy. An example is that of a man of thirty years of 
age who lived in the country until he finished his junior year 
in high school, when the family moved to town and the boy 
entered a large city high school. Here he was embarrassed 
and overawed; he felt sensitive about his clothes and his 
ignorance of city ways; he found it difficult to recite. As he 
said, ‘‘I just could not make myself talk. The words would 
not come. My tongue seemed to cleave to the roof of my 
mouth.’’ And yet there were no typical signs of stuttering. 
Hlis teachers thought him a sullen, stupid fellow, and the boy 
dropped out of school in the middle of his senior year. His 
life ambition to go to college and be an engineer was made 
impossible by a lack of understanding on the part of his 
teachers. 

Krom 5 to 10 per cent of students in high school and col- 
lege suffer such feelings of inadequacy and embarrassment 
in reciting that they need the teachers’ sympathetic under- 
standing and help. Although these individuals do not show 
the usual signs of spasms of the speech organs, they suffer 
from the same inhibition of speech as the stutterer does. 

Speech is a medium of group social adjustment. When 
the creatures began to live in groups, the vocal cords were 
developed so that they could warn one another of dangers— 
could attract one another—could express their rage and anger 
and so escape being overwhelmed or destroyed. Human 
speech was evolved out of these first primitive cries and calls 
and songs. Human speech remains primarily a means of 
expressing the emotions, the chief way in which the child, 
just emerging from helpless infancy, adjusts himself to the 
group in an adult way. Stuttering is a symptom of an in- 
ability to adjust to the group. It is caused by a fear, a timid- 
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ity, or a negative (hate) attitude toward the group. With 
his conscious mind, the child wishes to talk, but with the 
unconscious mind there is an inhibition against speech. Stut- 
tering is the result. It is hard to believe that there could be 
such a double motive in stuttering, but analysis of the un- 
conscious mind of the stutterer has proved that such is the 
case. 

This explanation of the cause of stuttering is quite super- 
ficial. A knowledge of the deeper factors involved in stut- 
tering is to be had, first, through a psychoanalytical study 
of the development of the emotional life of the stutterer and, 
secondly, through a study of the nervous and muscular sys- 
tems of the stutterer. 

Dr. Isador H. Coriat presents the psychoanalytical point 
of view on stuttering in his book Stammering; A Psycho- 
analytical Interpretation... Drs. Travis and Orton believe 
that stuttering occurs because of a conflict between two cere- 
bral hemispheres caused by forcing left-handed children to 
use their right hands, thus interfering with the development 
of the speech area, always on the side opposite to the prefer- 
ential hand. There are many other theories of stuttering 
held by the members of the American Society for the Study 
of Disorders of Speech. Some believe that stuttering is 
caused by a disturbance in breathing; others that it is due 
to a lack of control of the peripheral nerves; others, again, 
that it is a defect in imagery. Little wonder that the class- 
room teacher often feels helpless when faced with a case of 
stuttering. 

We shall try to codrdinate these various points of view 
as far as possible, for the benefit of the teacher who is not 
a specialist in speech disorders. Dr. Freud, in a verbal com- 
munication, said that he felt sure that there were constitu- 
tional factors in stuttering, and that except in rare cases 
psychoanalysis alone was not able to effect a cure. And 
Fraulein Freud does not feel that she can get the same results 
with the analysis of stuttering children as with other neurotic 
conditions. Dr. Brill, also, says that he has had very poor 
results with analysis in the case of stutterers. 

It has been my experience that psychoanalysis alone, ex 


1 New York: Nervous and Mental Disease Publishing Company, 1928. 
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cept in occasional cases, is not an effective method of treating 
stutterers. Speech training, as well as psychoanalysis or 
psychological reéducation, must be used in most cases of 
stuttering in order to get adequate results. 

But psychoanalysis has made a valuable contribution to 
the cause and treatment of stuttering through a study of the 
part played by the oral organs in the development of the 
emotional life of the child. The region made up of the mouth, 
tongue, lips, and throat is highly charged with emotion. 
Through suckling the infant receives nourishment, and by 
this act there is produced perhaps the first pleasurable ex 
citement in the life of the infant. For a time the sensations 
from the oral organs play a predominant part in the develop 
ment of the emotional life. The oral organs are not only 
used for the taking of nourishment, but are also connected 
with the love life. Among the erogenous zones of the body- 
that is, areas capable of stimulating the sex feelings—is the 
mouth. The first stage of love life is the oral-erotic stage, 
in which the child uses the mouth not only to get nourish- 
ment, but also to get sexual pleasure—sexual pleasure not 
in the adult sense, but of a pre-genital, infantile type. The 
libido, which is the energy derived from the drive of the 
love impulse, is first largely centered in the mouth. The 
child gets pleasure by putting not only his thumb or his toe 
into his mouth, but also almost everything that he can get his 
hands on. Sounds, too, are made partly because of the 
pleasure they give through the stimulation of the vocal 
organs. 

This oral-erotic stage, in which the oral organs are highly 
charged with libido, is in the normal child but a passing 
phase, although in all cases the mouth remains a very marked 
erogenous zone. But in some cases the child remains fixed 
in this oral-erotic stage. The oral organs are overcharged 
with emotion; the emotional life in some of its aspects re- 
mains infantile. Especially in the stutterer does the libido, 
the love energy, remain fixed upon the individual. He re- 
mains in the narcissistic stage, timid and self-centered. It 
is this narcissism, which gives rise to timidity and self-con- 
sciousness, that makes it so difficult for the stutterer to meet 
the group—to talk to people. Very often such cases are 
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morbidly interested in their own reactions and not infre- 
quently develop an anxiety about their health. They are, 
as we say, in love with their own bodies; their stomachs, heads, 
sinuses, or bowels are cherished like a beloved baby. 

An example will make things clearer. A boy of eighteen, 
in perfect health, weighing one hundred and eighty pounds 
and six feet tall, has a slight stutter. An only child, the 
attention he received fixed his libido on himself. He worried 
about every pimple that came on his skin. The boys teased 
him because he had a dozen ointments for his face. One 
day he limped into my office with a sprained ankle. He won- 
dered if he needed a plaster cast. It was a very superficial 
strain, so 1 bandaged it and told him to walk about moderately 
on the foot. He came back next day with two sticks. He 
had put so much liniment on the foot that he had a small 
blister on it. He wanted me to put an elaborate dressing 
on the small blister. ‘‘It’s of no importance’’, I said. ‘‘But’’, 
said he, ‘‘ President Coolidge’s son died after a small blister 
on his heel. How do you know that | may not get such an 
infeection?’’ And he went about on crutches for two weeks. 

Another case was that of a man of thirty with two children. 
He had a silent stutter—no outward symptoms, but a constant 
substitution of words. His chief worry was his stomach 
and bowels. He had rumblings after eating, and could eat 
only certain things; for example, he could not eat raw apples 
or tomatoes, or fish and milk together. Once, when he was 
talking about his little boy who was ill, I said, ‘‘1 can’t tell 
whether you are talking about your baby boy or your baby 
stomach. Your anxiety and interest in both are the same.”’ 
Both of these stutterers were very narcissistic. But the 
latter case was not so much an oral-erotic as an anal-erotiec. 
This type is marked by a holding back—a refusal to talk, to 
spend money, or, in the ease of children, to share their 
belongings. 


Perhaps the case of a child of two and a half who began 
to stutter at the age of two will be of interest. She was 
very negative. This means that there was a thwarting of 
love. Such thwarting occurs most often because the parents 
do not love the child enough, or because the training is too 
rigid. Love thwarted changes to hate, and the hate in this 
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case was shown by a resistance to authority. She would not 
talk unless foreed to do so in order to get something she 
wanted and then she stuttered, blocking on words for several 
seconds, but at the same time that she began to stutter, she 
began to refuse to move her bowels. The nurse, mother, and 
even the father struggled with her sometimes for more than 
an hour in order to get results. In this case there was no 
left-handedness, no abnormality of speech, muscle, or nervous 
system. It was a pure case of oral-anal-erotiec stuttering. 
And the treatment consisted of putting her in another home 
for two months, retraining the emotions, and freeing the 
libido. 

The physical symptoms of stuttering are explained by the 
fact that speech is made up of muscle movements that have 
a more primitive function. Breathing movements, chewing 
movements, suckling movements, coughing and vomiting 
movements are all coordinated through the speech area into 
the unified movements of speech. When there is an emotional 
blocking of the control of the higher brain centers over these 
lower brain centers, each lower brain center tends to act 
independently. But it is the early fixations that determine 
whether the stuttering shall consist of a repetition of sounds, 
or a vomitlike blocking, or a suckling movement. 

The psychological causes that lie back of stuttering—the 
fixation of the libido at the oral- or anal-erotic stage and 
at the narcissistic stage, making the stutterer so sensitive 
to the attitude of others that he is often unable to speak 
normally—these factors have been wel! established. But it 
may be asked why do these fixations oceur—fixations involv- 
ing primarily the speech? In order to answer this question, 
there must be a consideration of the environment of the 
stutterer, his home conditions, his relations to his family, 
and the subtle pressures that occur at this formative period. 
But we must also consider the question of left-handedness, 
‘ausing a conflict of the cerebral hemispheres, and of con- 
stitutional factors involving weaknesses of the tongue and 
vocal muscles, and an assumed weakness of the speech area. 

More than twenty years ago we eailed attention to the 
relation of left-handedness to stuttering. In 1919 we pub- 
lished a study which showed that there were some 12 per 
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eent of stutterers who were or had been left-handed, while 
the usual percentage of frank left-handedness is not much 
over 4 per cent. Ballard’s splendid book Hand Work as an 
Educational Medium, published more than fifteen years ago, 
laid stress on the relation of stuttering to left-handedness. 
Of course the splendid work started by Dr. Orton and Dr. 
Travis, and later continued by Dr. Travis, has put us all 
into their debt. That left-handedness is a primary cause 
in some eases of stuttering is admitted. Every child who 
is definitely left-handed should not in the school be forced 
to use his right hand. Rather, he should be urged to develop 
the use of the left hand and thus strengthen the speech area. 
KXxperience, however, has led us to believe that most stutter- 
ing is not caused by a conflict of the two cerebral hemispheres 
due to left-handedness. But even if this cause of stuttering 
should be as fundamental as Travis and other investigators 
believe it to be, we should still have to consider the libido 
fixations which oceur so regularly, and there would still re- 
main the problem of reéducating the emotional life as well 
as strengthening the rightful speech area. 

There are other constitutional factors, however, beside left- 
handedness to consider. A certain percentage of stutterers, 
perhaps as high as 10 or 20 per cent, are late in developing 
speech, even as late as three or three and a half years, and 
yet have superior intelligence. And when they do talk, they 
have an oral inactivity either of the lips or of the tongue 
and lips, or they have a marked lisp. Some of these cases 
may be so infantile, with such a fixation of the libido at the 
oral-erotie level, that speech development is retarded. I be- 
lieve that such is the case only rarely. The picture is more 
often that of some organic, constitutional, or functional de 
velopmental defect in the muscular and nervous system under 
lying speech. Vague as it may sound, we can only say th: 
there is some weakness of the speech mechanism, so th: 
emotional fixations, even of a mild degree, affect the speech, 
giving rise to stuttering. 

There are almost as many methods of treating stuttering 
as there are teachers. Out of these many methods | shall 
try to point out what seems to me an eclectic method that 
will include points from the best teachers everywhere. 


lat 
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The treatment of stuttering comprises physical hygiene, 
mental hygiene, and speech training. 

The physical-hygiene treatment need only be mentioned. 
It includes good food, exercise, plenty of sleep, and the 
remedying of physical abnormalities. Avoid having the 
tonsils and adenoids removed in order to cure stuttering. 
If they are diseased, have them out by all means. Do not 
have the frenum of the tongue cut to cure stuttering. All 
of these operations, including circumcision, are frequently 
performed to cure stuttering, the idea being that there is 
some peripheral irritation or defect that causes the condi- 
tion. The strain of sitting still in school for long hours 
should be lessened by allowing the child to move and talk 
occasionally. 

Under the term mental hygiene, we include environmental 
changes in the home and school. The home discipline must 
be neither too harsh and nagging nor too tender. Rivalry 
and jealousy of brothers and sisters should be modified or 
eliminated as far as possible. In short, the application of 
the best principles of child guidance should be put into prac- 
tice in the home. We wish to point out most emphatically 
that teachers working with stuttering children should have 
their schedules so arranged that they can see the parents 
from time to time and go into the home oceasionally. With- 
out this consultation with the parents and home visiting, 
only very limited results can be obtained. 

In the school room, the stutterer should be treated as far 
as possible like the other children, but the teacher should 
always keep before her mind the emotional difficulties from 
which the child suffers. The negative child should not be 
allowed to cause a feeling of irritation or anger in the teacher. 
The sullen child may be only timid. Let the stuttering child 
talk if he wishes to, recite if he ean, but do not ask sharp, 
peremptory questions, and avoid asking the child to speak 
more slowly or to repeat, and do not anticipate his word 
when he blocks. If the child is allowed to speak at all, ignore 
the speech symptoms. 

Will the stuttering child cause other children to imitate 
him? No. Cases caused by imitation are so rare as to be 
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negligible. We think that the great majority of teachers of 
speech correction will bear us out in this statement. 

Under mental hygiene we include also psychotherapy, sug- 
gestion, persuasion, and mental analysis, psychoanalysis be- 
ing a special type of mental analysis. 

Now it is difficult to discuss the methods of psychotherapy 
apart from speech training. Allow me, then, to discuss psy- 
chotherapy and speech training together. Speech treatment, 
as used by the various teachers, consists of: 


1. Phonetic training—teaching the stutterer how to make 

the various consonant and vowel sounds and practice 

on difficult sounds, syllables and words, and word 

combinations. 

Vocal training, which consists of practice on vowel 

sounds on the various pitches, training in rhythm, 

pitch volume, and quality. 

3. Practice in speech, through such games as playing 
store or debating or making formal or informal talks. 

4, Dramatic work. 


bo 


As to phonetic training, we believe that it is unwise and 
makes the stutterer more self-conscious. There may be rare 
eases of stuttering that need this treatment, cases caused 
by some organic injury to the brain such as occurs in en- 
cephalitis or after birth injuries. But for the average stut- 
terer who can speak smoothly when alone or when not 
embarrassed, phonetic drill is, we believe, really harmful. 
In the case of stutterers who have slurring as well as lisping 
speech, phonetic training may be given, but only after the 
stuttering has been remedied through psychotherapy and 
general speech training. 

It is true that the stutterer may need training in speech 
skill. Certainly some cases do. But this cannot be acquired 
through a conscious manipulation of the speech organs. You 
cannot learn to control speech organs as you learn to control 
an arm or a leg. Speech is too automatic for that. 

What, then, of breathing exercises? Is not the breathing 
disturbed in stuttering? Yes, the breathing is disturbed, but 
this is caused by the emotion that causes the stuttering. 
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Practice in breathing may give the stutterer some relaxation, 
but if such exercises lead him to think that his stuttering is 
saused by defective breathing and take his attention from 
the psychological factors, they will do more harm than good. 
So often have I heard stutterers say, ‘‘My trouble is that 
my breathing is irregular—that is why I stutter.’’ In such 
cases it is impossible to get them to consider the psychological 
factors. 

Vocal exercises, such as are used to improve the voice of 
non-stutterers in any good class of voice training, may be 
employed, but the stutterer should not be told that they are 
given to cure his stuttering; only that it is well to improve 
his voice—its volume, rhythm, pitch, quality. 

Dramatic work is especially helpful. Here the stutterer 
gets out of himself, takes another character, loses for a time 
his self-centeredness, gains poise and relaxation and a sense 
of freedom. We find this work our chief mainstay in our 
speech work for stutterers. With small children, pageants 
as well as plays can be used. The older children and adults 
make their own costumes and often the scenery. Many oppor 
tunities for speech occur in this work. And when the play 
is given, an audience is invited, so that the players may 
have the stimulus of speaking before a sympathetic group. 
Much depends on the attitude of the teacher and the atmos. 
phere created. This is true of all speech work. Psycho- 
therapy is inextricably mixed with all speech work. 

There are many exercises that may be given in the begin- 
ning in order to instill confidence in the stutterer. Dr. Charles 
S. Bluemel, in his book, Mental Aspects of Stammering, has 
a well worked out program of speech and vocal training for 
stutterers. In one respect, however, I should disagree with 
him: I should never ask the stutterer to stop because he 
was stuttering. During the training period, I say to the 
stutterer, ‘‘Don’t bother about your speech. Stuttering is 
no sin, and vou need not feel guilty when you relapse, nor 
must you gauge your progress solely on your speech im- 
provement, but on your general adjustment as well.’’ In 
fact, in some eases, [ find Professor Dunlap’s method of 
asking the stutterer to try to stutter all he can a helpful 
device. This is a sort of negative suggestion that may help 
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in selected cases. But we should like to say emphatically 
that we do not think it wise ever to ask the stutterer to 
speak more slowly, to repeat his sentences, or to take thought 
as to how his vocal organs are working. 

Relaxation exercises are very helpful. Perhaps the best 
method of relaxation is that worked out by Dr. Jacobson of 
Chicago. His book, Progressive Relaxation; A Physiological 
and Clinical Investigation of Muscular States and Their Sig- 
nificance in Psychology and Medical Practice, is very helpful. 
Special training, such as Dr. Travis has worked out, is to 
be used, of course, with children who are definitely left- 
handed. 

There are some excellent devices for gaining the confidence 
of the stutterer and creating in him courage and hope. In 
diffieult eases, the teacher can read with the stutterer; later 
she can whisper while the stutterer talks; and still later, she 
ean merely move her lips while the stutterer speaks. Asking 
the stutterer to whisper and other such devices are helpful. 

sut all these exercises, as well as much of the vocal work, 
involves persuasion and suggestion. Persuasion is sometimes 
defined as influencing a person to do something or believe 
something by an appeal to his reason. This is only partly 
true. Persuasion largely involves an emotional element. 
Suggestion is entirely a matter of the emotions. When you 
read with the stutterer, you are playing the part of mother 
to him. It is the same as when you feed the baby. And 
many of the things that are done to help stutterers are effee- 
tive, not because they have any value in themselves, but solely 
because of their emotional appeal. 

A word as to this emotional appeal. We all want to have 
other people love us, using the term love in the psychoanaly- 
tical sense. In ordinary words, we may say that we wish 
people to like us. There are some people, of course, who 
are negative and who wish people to dislike them or hate them. 
A child of this type is most difficult to help. The stuttering 
child is usually eager for attention—that is, for love. Usually 
he needs to receive attention and affectionate regard. Now 
it is this attention and regard which the stutterer receives 
that often is the chief cause of a change in his attitude and 
a modification of his emotional conflicts. Speaking psycho 





282 MENTAL HYGIENE 


analytically, it is this transfer of the emotions on the part 
of the stutterer that gets the results. If the teacher has the 
capacity for gaining this transfer, results may be obtained 
by any method, no matter how absurd or unreasonable. 

Results obtained by this transfer method, however, usually 
do not last. Only a very few such cases remain cured of 
their defect. It is quite all right to make use of this trans- 
fer to help the stutterer understand himself and his problems, 
to help him face his difficulties. But, in the end, the transfer 
must be broken. While retaining a regard for the teacher, 
the stutterer must be freed of his dependence and no longer 
expect the teacher to play the part of a tender mother and 
father. 

We see, then, that stuttering is a difficult combination of 
organic and constitutional and functional factors that re- 
quires speech training, such as may be used for the training 
of the speech and voice of non-stutterers, and that requires 
also a definite knowledge of mental hygiene in order that 
hampering emotional fixations may be resolved. These emo- 
tional problems cannot be adequately treated by good will 
and a kind heart and inspirational talks. We believe that 
an adequate treatment of stuttering must combine physical 
hygiene, mental hygiene, and speech training in a unified and 
well-rounded manner. 





THE MENTAL CAUSES OF CHILD ACCIDENTS 
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ge ENT studies of accidents to children have thoroughly 
convinced us that the most important approach to the 
problem of accident prevention among ehildren is that of 
mental hygiene. We have too often assumed that by giving 
the child certain information about the dangers of his environ- 
ment and by encouraging good safety habits in him, we were 
answering all the needs of safety education. But we have 
been finding that in spite of safety lessons and habit forma- 
tion, accidents are still increasing. It appears that there is 
another approach that has been too often neglected. 

We have been amazed to find out how well children are 
informed regarding certain dangers. During the present 
school year, several thousand safety-information picture 
tests' have been given to children in the kindergarten and 
early primary grades. Out of a possible score of 28 on 
these tests, first-grade children have an average score of 23.5 
and kindergarten children a little lower. Even in the early 
erades, when children have received but little formal safety- 
education instruction, they seem to be well informed concern- 
ing dangers on the streets and inthe home. The test included 
items on the hazards of water, fire, electricity, automobiles, 
falls, burns, and other sources of accidents to children. 

Industry for some time has recognized the importance of 
mental hygiene in accident-prevention programs. Safety 
engineers know that the mental condition of the worker has 
a great deal to do with the causes of accidents. Fisher? and 
others have emphasized the part that inattentiveness, fatigue, 
erief, extreme emotion, stubbornness, and other factors 
may play. 

Similarly, studies of traffic-accident offenders have shown 

‘ Primary Information Picture Tests. New York: National Safety Council. 

2 Mental Causes of Accidents, by Boyd Fisher. Boston: Houghton Mifflin 


Company, 1922. 
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the importance of faulty mental hygiene in the operation of 
motor vehicles.’ The real causes of automobile accidents are 
more deep-seated than statistical reports of accidents would 
have us believe. Causes such as exceeding the speed limit, 
cutting in, reckless driving, and so forth, cited in reports of 
accidents, may by no means be the real causes. The real 
causes may come to light only on a careful examination. 

In just this same way studies of accidents to children are 
revealing the importance of the mental condition of the child. 
The child may be well informed regarding the danger; he 
may generally be safe in his habits; but with all of this he 
gets into accidents. Let us examine a few cases. 

Mary S. attends the third grade in Publie School —. She 
is a good student and is intelligent and codperative. On her 
way home from school, she ran across the street against traffic 
lights and was knocked down, seriously injured, and taken to 
the hospital. The cause of the accident was recorded as: 
‘“Crossing street at intersection against the lights.’’ But was 
this the real cause? Let us see. 

When interviewed, Mary was found to be an unusually 
vareful child. Her teacher reported that she was obedient 
and attentive. The school safety patrol confirmed this, and 
said that she never took chances crossing against the lights. 
But Mary gave us the cause: ‘‘I was worried about Mother. 
Mother has been sick, you know. I wanted to hurry to get 
home to her, and so I ran fast.’’ 

It ean readily be understood how extreme grief or worry 
ean contribute to accidents, as in this ease. Hurry to get to 
school on time, hurry to run on an errand for mother, worry 
about troubles at home or at school—all of these and many 
others may cause a child to forget safety precautions and 
take chances. 

Frank R. was in the sixth grade and was a fair student. He 
had been warned many times about hitching, but continued 
the practice in spite of warnings from teacher and parents. 
He met his Waterloo one afternoon on Twenty-Fourth Street. 
Ife was riding on the back of a truck going east. When the 


































1 See One Hundred Traffic Offenders, by Theophile Raphael et al. MENTAL 
HIYGIENE, Vol. 13, pp. 809-24, October, 1929. 
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truck went over an excavation in the road, Frank was thrown 
out and his leg was broken in two places. Let us see what 
rank had to say. ‘‘Don’t you know how dangerous it is to 
hitch rides like that, Frank?’’ I said. ‘‘Sure 1 do; course I 
know it. Everybody is telling me all the time’’, he replied. 
‘‘Well, if you know it’s so dangerous, why do you keep on 
doing it?’’ I asked. ‘‘ Because it’s so much fun! I like tak- 
ing chances! It’s the only fun we boys have’’, the youngster 
answered. 

Here, again, it’s the old, old story. The love of adven- 
ture—any kind of adventure—the more thrilling, the better. 
Safety lessons! Yes, Frank had been listening to them for 
years, but such lessons do not take the place of real adven- 
tures. Perhaps we shall have more suecess with the safety 
teaching in our schools when, instead of emphasizing so much, 
‘‘Don’t do this, and don’t do that’’, we approach the subject 
by suggesting better adventures and more worth-while experi- 
ences for our pupils, or, as one elementary-school supervisor 
expressed it, try to give the children mild experiences with 
certain dangers. 


The two cases that have been described are typical of many 
thousands of street accidents to children that take place every 
year in the United States. The real underlying causes are 
deeper than police records would tend to show. ‘‘ Crossing 
the street against the lights”, ‘‘running out behind parked 


b 


vars’’, ‘‘playing in the roadway’’, ‘‘hitching rides’’—all of 
these and other causes that are given in reports only express 
the physical conditions that may have contributed to the acci- 
dent. Let us examine some of the mental conditions that may 
be underlying causes. 

The Worried Child.—Just as in the case of adults, children 
who are worried and troubled are more prone to accidents. 
Worries about affairs at home or at school and resentment 
arising from real or fancied injustice may occupy the child’s 
mind so as to make him less alert in dangerous situations. 
In some cases this may reach the point where the child feels 
that so much is against him that he just ‘‘doesn’t care’’ and 
will take unnecessary chances. Extreme anger or, on the 
other hand, extreme grief leads to many types of accident, 
both on the street and in the home. 
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The Adventuresome Child.—Of course all normal children 
love adventures. And it is right that they should. For ad 
ventures give life a real thrill and zest. The world would 
advance very slowly if it were not for adventuresome minds. 
But some children may become altogether too venturesome 
with certain dangers. They want to do the unusual and the 
forbidden, and this leads to taking chances and often brings 
on disaster. Far be it from us to want to take adventures 
out of life. Rather, we want to substitute good adventures 
for bad. No child, probably, has richer adventures in life 
than the Boy Scout and the Girl Scout, for their adventures 
are essentially ‘‘leading on’’ and not dull and stupid. They 
learn to control the dangers of their environment instead of 
just playing with them. It would, therefore, appear to be an 
important responsibility of the school, the home, and the com- 
munity to provide opportunities for real adventures for chil- 
dren and to attempt to substitute good adventures for bad. 
Scouting, camping, clubs, extra-curricular activities in school, 
playgrounds, parks—all of these and many others are 
attempts on the part of society to provide desirable experi- 
ences for growing boys and girls. 

The Tired Child.—Little need be said about the relationship 
between fatigue and accidents. We already have plenty of 
evidence that the two go hand in hand. Children who are 
mentally and physically tired are more susceptible to acci- 
dents. Those of us who have to dodge taxicabs and other 
vehicles on our busy streets and highways know how many 
narrow escapes we have had when we were tired. Safety 
experts find that many automobile accidents are due to the 
fatigue of the operator. In the world in which we live, we 
must have full possession of our faculties to avoid accidents. 
In New York City we find that street aecidents to children 
reach their peak in the hours of the late afternoon. It must 
not be assumed that there are not many other factors that 
contribute to this peak, but it is probable that fatigue has an 
important place. 

The tired child is not so able to handle himself in dangerous 
situations. He is not so active nor are his senses so acute. 
His judgment of distances and of time and his codrdination 
are impaired through fatigue. Athletic coaches are familiar 
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with the fact that players are more susceptible to accidents 
when they are tired. 

What implications for the schools has this relationship 
between fatigue and accidents? It is not difficult to see that the 
schools should try in every way possible to prevent serious 
fatigue. They should so organize the school program as to 
vary the activities and prevent fatigue. By proper attention 
to malnutrition and other conditions that may contribute to 
fatigue, they may render a real service. 

The Unintelligent Child.—Do children of lower intelligence 
have more accidents than those of superior intelligence? 
Here we are on questionable ground. One might assume that 
they would. But as a matter of fact, we have no conclusive , 
evidence that there is a high correlation between accidents 
and low mentality. Henig?’ did find that in a small sampling 
of vocational students, individuals with low I.Q.’s had more 
accidents than those of average or superior intelligence. But 
we have but little other evidence to verify this. It is true 
that children of low intelligence did not score as high on the 
safety picture tests as those who were of average or superior 
[.Q. But the child’s reaction to information tests is by no 
means a criterion of his behavior in concrete life situations. 

Yet undoubtedly the child who is poorly informed regard- 
ing hazards is more apt to get into trouble, just as the motor- 
vehicle operator who is poorly informed about the rules of 
the road and common safety precautions may run into diffi- 
culties. But this lack of knowledge about safe driving is not 
necessarily an indication of poor intelligence. We all know 
many people of superior ability who are always getting into 
accidents. 

With children of border-line intelligence and feebleminded 
children, it is a different question. When exposed to the same 
hazards, children of this type are more apt to have trouble 
than normal children. It is, therefore, essential, in ungraded 
classes or classes of subnormal children, that safety and 
health be given special emphasis. A child that has to cross 
from twenty to fifty busy streets during a school day surely 
needs to receive adequate instruction. 

1 Safety Education in the Vocational Schools, by Max Henig. New York: 
National Safety Council, Educational Division, 1928. 
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The Rebellious Mind.—This type of mind is much the same 
as the adventuresome. It tends to resist safety teaching. 
For, after all, for children ‘‘safety first’’ cannot compare in 
its appeal to great adventures and reckless daring. Children 
love the dare-devil aviator, fighter, and movie hero. Safety 
seems rather stupid to them. 

So the rebellious mind does everything that it can to resist 
safety teaching. Lessons on the dangers of ‘‘hitching rides’”’ 
and the hazards of the streets are of little avail. This type of 
youngster is apt to reason it out this way: ‘‘I haven’t been 
hurt so far. Just because the teacher says it is wrong doesn’t 
prove anything. I’m not afraid.’’ 

How to convince children of this type is a problem. Cer 
tainly it cannot be done by negative or positive suggestions 
or plain ‘‘moral suasion’’. Vaughn has shown that these are 
of very transient value.’ Real or vicarious experiences seem 
to be the best method of reaching this type of youngster. 
Story lessons and demonstrations of the effect of wrong action 
are apparently fairly effective. But even with the best 
instruction, this type of mind is difficult to convince. 

One could easily add other mental causes of accidents to 
children. We know that inattention and carelessness may 
contribute to some accidents. We know that daydreaming 
and ‘‘jay-walking’’ may have an important place. We know 
that sense defects, particularly defective vision, are some- 
times responsible for injuries to children. But carelessness, 
preoccupation, inattention, and similar causes are not under- 
lying causes. They are rather apt to be symptoms of more 
deep-seated mental conditions. 

There has been a great deal of discussion of late of the place 
that fear should have in the education of the child. It is 
thought that fear of certain dangers may give rise to unwhole- 
some mental attitudes in some children. Some children, 
because of fears that have developed, are unwilling to face 
the realities and the necessary dangers of life. This, of 
course, is unfortunate, for some dangers are unescapable. 

The leaders in the safety movement are united in opinion 


1 Positive versus Negative Instruction; An Experimental Study of the Effects 
of Various Types of Instruction on Behavior, by James Vaughn. New York: 
National Safety Council, 1928. 
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as to the place fear should play in safety education. They 
have sought to cultivate a healthy respect for certain dangers 
rather than to encourage-fear. Knowledge tends to drive 
fear away, and the child should be taught, on the one hand, 
to avoid certain dangerous situations and, on the other, to 
face bravely situations that are unavoidable. Parents and 
teachers should not attempt to instill fear in the minds of 
children, but should rather attempt to overcome any fears 
that may exist. For example, a child who is afraid of the 
water can be taught to swim with great difficulty. This fear 
must gradually give way to confidence before the child will 
learn. What is true of fear of the water is likewise true of 
fear of various dangers. 

That children are rapidly learning to overcome some of the 
dangers of a world that is constantly becoming more hazard- 
ous is quite evident. Statistical studies have shown that 
while accidental deaths to adults have been steadily increas- 
ing during the last few years, there has been a significant 
decrease in deaths of children, especially those of school age. 
Children are certainly showing us the way to be safe. 

But there is still plenty of work to be done. Over 18,000 
children were killed in 1930, and a very large number were 
seriously injured. Accidents still cause a far larger number 
of deaths among children of school age than any single dis- 
ease. And as we have attempted to show, the mental condi- 
tion of the child has a great deal to do with the underlying 
‘auses of accidents. It is essential that parents, teachers, and 
all others who have to do with the supervision of children pay 
more attention to the mental hygiene of children, so that 
preventable accidents, which cause so much pain and sorrow, 
may be reduced. 








THE STATUS OF PROBATION * 
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T is commonly supposed that probation began in August, 

1841, when John Augustus, the Boston cobbler, ‘‘put his 
hand to the plow’’, as he expresses it, in the Boston Police 
Court, by standing bail for a drunkard and taking him under 
his protective wing. But the idea behind probation is much 
older. If you turn to the Records of the Court of Assistants 
of the Colony of Massachusetts Bay, 1630-1692 (edited by 
John Noble, Vol. 2), or the Records of the Governor and Com- 
pany of the Massachusetts Bay in New England (edited by 
N. B. Shurtleff, Vol. 1), you will find illustrations of the 
seventeenth-century use of what looks like probation. For 
example, the General Court respited the case of Mrs. Harding 
until the next court and ordered that in the meantime she 
be dealt with by Mr. Cotton, Mr. Wilson, and the church to 
see ‘*if she may be convinced and give satisfaction’’. Mr. 
Ambros Marten was fined ten pounds and ordered to go to 
Mr. Mather for instruction, for the offense of trying to found 
a new church. John Cooper, Junior, was for some offense 
‘‘committed to his father for correction’’. Conditional sus- 
pension of sentence goes back even farther. ‘‘Sir Walter 
Raleigh was executed under a sentence pronounced against 
him fifteen years before, after having been put at the head 
of a fleet and an army in the interim.’’? In brief, probation 
‘is an evolution of the common-law method of conditionally 
suspending a sentence’’. 

But for all practical purposes, probation as it is usually 
understood to-day began with the work of John Augustus, 
who was certainly the first to undertake the supervision of 
large numbers of offenders, and who performed such tasks as 


* Address before the Massachusetts Association of Probation Officers, Boston, 
December 5, 1930. 

1The Legal Aspect of the Juvenile Court. By Bernard Flexner and Reuben 
Oppenheimer. United States Children’s Bureau Publication No. 99. Washington: 
Government Printing Office, 1922. 
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obtaining employment for them, assisting their families, and 
the like. 

Massachusetts is the first state in the world to have recog- 
nized the importance of this work by providing for public 
officials to undertake it. The Massachusetts Manual for Pro- 
bation Officers gives the history of the movement in that 
state. In 1878 the mayor of Boston was authorized to appoint 
a probation officer; in 1880 this authority was extended to 
the other municipalities, but only a few availed themselves 
of the opportunity. In 1891 appointment was transferred 
to the courts and made mandatory; in 1898 the power of 
appointing probation officers was extended to the Superior 
Court. Since the turn of the century, probation has spread 
amazingly. ‘To-day, every state except Wyoming has a pro- 
bation law applying to children; 34 states and the District 
of Columbia have adult probation; only recently probation 
was extended to the Federal Courts. In 1927, an authority 
estimated the number of paid and volunteer probation officers 
throughout the world as 20,000;' the recent National Directory 
of Probation Officers lists over 4,000 probation officers in 
the United States alone. 

By 1927, at least nineteen Kuropean countries (that is, 
about two-thirds of them) were utilizing probation as a judi- 
cial method.* The standard used for such a count was the 
dual requirement of (1) a probationary period, during which 
the probationer is required to adhere to certain conditions, 
(2) supervision by volunteer or official probation officers. 


PROBATION PRACTICE TO-DAY 

But it is not enough to have these two requirements of 
probation. Any one with the slightest acquaintance with the 
subject knows that the essence of probation means different 
things in different places. Probation, in practice, varies all 
the way from merely ‘‘letting the offender off’’ without more 
than the most casual ‘‘supervision’’, by means of having him 
report sporadically at the probation office, to the most ad- 
vanced application of modern methods of rehabilitation. 

Let us develop our subject by analogy. The history of the 

1See Probation in Europe, by T. Trought. Oxford (England): Basil Black- 
well, 1927. 
2 Trought, op. cit., p. 185. 
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settlement of various countries gives us almost a ‘‘law’’ of 
agriculture. When a new and rich country is first settled, 
agriculture is extensive and usually wasteful. The resources 
are so abundant and the human beings to cultivate them are 
so few that it is natural for men to spread out, take vast 
tracts of land, and work them very superficially. That hap- 
pened in the United States during the eras of early settlement 
and expansion. But there comes a time when farmers are 
so numerous compared to the amount of land available that 
every known scientific device for making every inch of land 
yield its utmost is resorted to. This has been particularly 
true in such countries as France, Germany, Switzerland, and 
Italy, where the steepest hillsides are carefully farmed, where 
the best fertilizers are used, where rotation of crops is 
practiced. 

We are still in the stage of ‘extensive agriculture’’ in the 
field of probation. Our procedure is still too often wasteful. 
In too many places, probation work is superficially conducted 
instead of intensively cultivated. Let us see if we are right 
in this conclusion. 

1. If we take up personnel, it is an indisputable fact that 
in a good many courts of the United States, probation officers 
are appointed who have not the slightest technical equipment 
for their tasks. The fact that a man has a strong urge to 
help his fellow men is an important qualification for probation 
work; but it is not the most important. Probation work 
should consist essentially not of ‘‘letting the offender off 
easy’’ or of ‘‘giving him another chance’’, but of taking 
definite steps to help him to avoid misconduct in the future. 
This means that obstacles in the way of his physical or per- 
sonality make-up, or his family situation, or his means of 
earning an honest living must, if possible, be removed. Now, 
while we are still far from having evolved a first-rate tech- 
nique for this work, certain arts have developed that must be 
utilized by the probation officer if he is to remove the ob- 
stacles mentioned. Psychology and mental hygiene have 
something to contribute, social case-work has much to offer, 
adult education may have a role to play. What these arts 
have to give in the work of rehabilitation of the offender 
cannot be ignored; nor is a probation officer born knowing 
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such subjects, however bright and earnest he may be in his 
work. At the same time, the practical experience with life 
that many an untrained probation officer brings to his job 
is too valuable to be ignored. Obviously, then, what is needed 
is a combination of scientific training and maturity of out- 
look on the problems of life. How can this be brought about? 

We recommend that the probation offices of a metropolitan 
district, under the guidance of the board of probation or a 
similar body, arrange for courses in social case-work, psy- 
chology, and criminology, to be taken by probation officers on 
two or three afternoons and evenings a week. Training in 
such subjects should be considered as part of the work of pro- 
bation officers; and additional probation officers should be 
appointed to make this possible. Moreover, future candidates 
for probation work should be required to have had training 
in these fields, in addition to whatever other pertinent experi- 
ence they may bring to the job. 

Only in some such way can probation work be raised to the 
dignity of a profession. 

And it should be so dignified. The work of probation offi- 
cers is as important as that of the teacher or clergyman and 
more difficult, if it is done right. To be properly trained 
for constructive work with offenders against the law requires 
long, difficult, and expensive preparation. Provision for such 
training, and the raising of salaries to a plane commensurate 
with the dignity and social importance of probation work, 
are absolutely indispensable if probation is to be stirred out 
of the stagnation into which it has fallen in many courts of 
this country. Not careless, thoughtless, wasteful ‘‘farmers’’ 
are needed in the probation field, but scientifie ‘‘agricultur- 
’, adequately equipped to do intensive work in the 
rehabilitation and reéducation of offenders. 

2. Another indication that we are still largely in the exten- 
sive agricultural phase in probation work is the inadequacy 
of investigations. We all know that in many courts in this 
country ‘‘investigations’’ are so superficial as to be useless 
or misleading to the judge in imposing sentence and the officer 
in supervising the probationer. In Massachusetts there is not 
the slightest excuse for probation officers’ not obtaining at 
least the prior criminal record of offenders; this is the only 
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state in the Union which has a central criminal index. There 
is little more justification for failing to utilize the Social 
Service Exchange and associated social-welfare agencies, un- 
less it be the unfairly heavy case load that officers are com- 
pelled to carry. Certainly, in cases in which family problems 
are involved, ‘‘intensive agriculture’’ looking toward the re- 
habilitation of the offender must very often mean a study of 
his entire family situation. 

It is diffieult to say offhand which classes of cases should 
be given a thoroughgoing investigation. Obviously, unless 
many more probation officers and judges are appointed, all 
persons who appear before the courts cannot be thoroughly 
investigated. There is a paradox here. On the one hand, 
if the entire theory of probation is sound, then cases to be 
thoroughly investigated should be chosen, not on the basis of 
crimes committed, but on the basis of persons committing 
them; on the other hand, without quite an intensive prelimin- 
ary investigation, it is difficult to determine which defendants 
should be thoroughly investigated. The best way to work 
out a policy in regard to this matter would be to make a 
test—to investigate thoroughly every convicted defendant 
over a sufficient period and thereby determine which classes 
of cases might safely be handled with an extensive investi- 
gation, and which need an intensive. Failing that, we are 
foreed to a classification on the basis of crimes rather than 
criminals. It would seem that the following classes of persons 
should be thoroughly investigated: (1) defendants who have 
committed the well-known criminal offenses (larceny, bur 
glary, robbery, rape, ete.); (2) those guilty of domestic-rela- 
tions offenses (desertion, non-support, ete.); (3) those who 
have committed serious automobile offenses: and (4) drunk- 
ards who have families to support. The last group are so 
recidivistic that the original intensive investigation can be 
followed by less intensive subsequent check-ups. This classi- 
fication leaves out of account those who are convicted for 
minor violations of a regulatory nature, violators of petty 
automobile regulations, and drunkards without a family. 

Now what is meant by an intensive investigation? First, 
the offender himself should be examined psychiatrically, psy- 
chologically, and physically, and a report on his condition 
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from these points of view should be made; secondly, full data 
with regard to his behavior, his school record, and his indus- 
trial eareer should be secured from appropriate sources; 
thirdly, the environmental conditions surrounding him and 
his family should be ascertained; fourthly, an estimate of 
the probable etiologic factors in the case should be made and 
recorded; finally, on the basis of these findings and of inter- 
views with the defendant, a plan of treatment should be 
worked out. The plan should be definitely regarded as tenta- 
tive, and should be modified from time to time in the light 
of results. Faithful observance of the conditions of proba- 
tion should be insisted upon, and a surrender should be re- 
garded by all concerned as no laughing matter. Only in this 
way will certain offenders learn to respect probation. 

Such a thorough examination implies a number of necessary 
conditions: first, sufficient time therefor must be provided 
during a continuance of the case by the court; secondly, good 
clinical facilities for the medical examinations are necessary ; 
thirdly, probation officers must know how to prepare an ade- 
quate case history and judges must learn how to interpret it. 

In all these matters it cannot be seriously denied that we 
are still at the extensive rather than the intensive stage of 
development. 

3. What about supervisory work? If supervision is to mean 
anything, the mere occasional reporting of the probationer 
at the office to have his name checked off is far from satis- 
factory. Neither the judge nor the probation officer can by 
such a method really know how the probationer is getting 
along. Frequent visits to the family and the focusing of 
the community’s educational, vocational, and social resources 
on the problems presented by the probationer and his family 
are indispensable. Very often, study of the individual’s mis- 
conduet will indicate that the family must be treated as a 
unit. It may be that an immoral or psychopathic wife is 
behind his misconduct; it may be more important to see that 
his children are properly cared for than to attempt to do 
much with him. It is the community’s responsibility to do 
these things, and the criminality of one member of a family 
is frequently the clue that calls attention to the pathological 
situation in the home. 
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Here, as in investigation, the case load plays an important 
role. For proper work with the offender and his family, each 
officer should have no more than 50 probationers under his 
supervision. But here also the major difficulty is that pro- 
bation officers are too often using the crude tools of ‘‘exten- 
sive agriculture’ in a field that requires the more delicate 
instruments of intensive cultivation. 

4. And what of the record-keeping? When a rich country 
is sparsely settled, farmers extend their wastefulness to the 
keeping of inadequate, careless records. To-day, farmers are 
beginning to keep books very carefully; they even go in for 
eost accounting. They know which crops yield the most and 
which hardly pay for themselves. Many probation offices are 
still in the ‘‘extensive agricultural’’ stage in record-keeping. 
There are offices in this country that can’t tell you how many 
probationers they have at any one time; there are offices in 
which records of the number of investigations are not kept 
separately from records of the number of supervisions. There 
are few offices that publish an annual report. 

). What, now, of research? A research unit in every large 
probation office is as necessary as an endocrine system in 
the human body. The endocrines, the ductless glands of the 
body, are powerful factors in regulating the personality. So 
a research unit is indispensable in regulating the work and 
growth and ‘‘personality’’ of a probation office. There isn’t 
a high-grade manufacturing plant to-day that does not give 
prominent place to its research laboratory. The Department 
of Agriculture maintains the most efficient research units to 
aid farmers throughout the United States in soil analysis, 
rotation of crops, the breeding of livestock, and the like. 
Farmers are furnished bulletins and daily radio talks on these 
matters, on prices of produce, and so forth. In the early 
days, however, the abundance of land naturally led to waste- 
fulness, and farmers weren’t interested in the results of re- 
search. A research unit in a probation office could be busy 
studying the causes of crime, the results of different forms 
of sentence, the testing out of various types of records, and 
the like. 

6. Thus far we have spoken only of probation and pro- 
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bation officers. Much of what has been said applies with 
equal force to parole and parole agents. What about judges? 
Have they developed from an extensive-agricultural stage to 
an intensive one? It is fair to say that most judges have not. 
Let us see. 

Fifty years ago the law schools of the United States were 
devoting as much—or more—time to teaching criminal law 
as they are doing to-day. Criminal law is definitely the step- 
child of the law schools. It is usually assigned to the young- 
est, least experienced teacher. It is usually taught for only 
two hours a week instead of three, and for one semester in- 
stead of two. What happens in the courts? Often, the least 
experienced or weakest judge is assigned to criminal cases; 
or a judge behind in his civil business is allowed to catch 
up by an assignment to the criminal branch. 

We shall not accomplish much in the scientific treatment of 
crime unless and until these practices are changed. Crim- 
inalisties must be raised to a plane of dignity in the curricula 
of our law schools. Students who desire to specialize in 
work with offenders (probation, parole, institutional work, 
prosecution, ete.), should be given the opportunity to devote 
much more time to the study of the criminal law and its ad- 
ministration than they are to-day. Criminology, social case- 
work, psychology, psychopathology, the preventive devices of 
mental hygiene must be emphasized in such specialization. 

Judges should be specialized also. Criminal sessions, in- 
stead of being regarded as less important than civil, should 
be deemed more important. For our entire civilization and 
civil law rest on the effective maintenance of the general 
security, which is the job of criminal law, criminal judges, 
and their co-workers—probation, parole, and institutional offi- 
cers. Judges should be required to choose criminal work as 
a life profession, and for this work they should equip them- 
selves in the studies mentioned, in addition to the law. 

The institution of: part-time district-court judges, whose 
major interest lies in altogether other fields, is fundamentally 
unsound. The administration of criminal justice is a full- 
time, man-sized job. It should not be made a stop-gap or 
a sideline. 
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CONCLUSION 

We have spoken briefly of the difference between the waste- 
fulness, inefficiency, and lack of scientific method in the early 
stages of extensive agriculture and the more effective scien- 
tific approach of the intensive stage; and we have attempted 
to draw an analogy between that field and what has thus 
far been the situation, with few exceptions, in the field of 
probation. One sometimes wonders whether it was altogether 
a good thing for probation or parole or the indeterminate 
sentence to spread so rapidly, before their techniques had 
been carefully worked out in a few places. Probation grew 
so quickly and spread so widely because of a natural human 
tendency to ‘‘do the latest thing’’ and to seize upon any 
new device as a panacea. All through the history of penology 
we find this tendency at work: first it was the Pennsylvania 
congregate and silent system of the penitentiary régime that 
was soon extensively copied; then it was the Auburn system 
of work and recreation in common and isolation at night; 
then it was the reformatory panacea of introducing into the 
régime various measures, such as the grade system, schools, 
military drill, and the like; then it was probation and parole 
that spread rapidly before their principles could be carefully 
worked out. With such a natural tendency, it is all the more 
desirable to have at least a few agencies in the country whose 
chief job it will be to set the pace, develop standards, test out 
techniques—in a word, to teach others how to progress from 
extensive to intensive cultivation. We can aptly say of pro- 
bation what Mr. Justice Holmes long ago reminded us about 
the law: ‘‘Kvery calling is great when greatly pursued.”’’ 
It is high time that the leaven of greatness worked its wonders 
in the still too unyielding dough of correctional work. 
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KRHAPS there is no medical specialty that touches so 

closely the field of psychiatry as that of obstetrics and 
gynecology. The obstetrician and gynecologist, except pos- 
sibly when confronted by tumors and congenital malforma- 
tions, is dealing with affairs of a sexual nature. Even in such 
cases it is with tumors and malformations of the genital ap- 
paratus that he is concerned. So closely are our lives bound 
up with sex and sex function that the effect of such malforma- 
tions and such new growths on the mind of the patient is 
possibly greater than is the case with similar disease in other 
non-sexual organs of the body. Consequently there is need 
for some understanding of the mental processes of the indi- 
vidual who seeks relief from a pelvic disorder, or who is 
pregnant. 

In addition, there are a great number of patients who fall 
neither into the field of psychiatry nor into that of obstetrics 
and gynecology, but who hover between the two. If com 
plaints of the patient are referable to the pelvis, it is usually 
the gynecologist who sees her first. It is no part of his duties 
to treat psychoses, major or minor; these belong to the psy- 
chiatrist. However, in order to handle the problems that 
arise in his practice, it is certain that the obstetrician and 
the gynecologist should be at least psychiatrically intelligent. 

At one time the opinion prevailed that any abnormality in 
the pelvis, even of minor degree, such as retroverted, freely 
movable small uterus in a young woman, simple infection 
and laceration of the mouth of the womb, or slightly relaxed 
vaginal outlet, caused a large part of the nervous disturbances 
in women. It made no difference that the patient had no 
symptoms from these lesions or that she was unaware of 
their existence. When they were found, operative correction 
was instituted. 
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It is certain that there is no field in medicine about which 
more fanciful notions and false ideas, amounting almost to 
superstitions, are more prevalent. Even the etymology of 
the word ‘‘hysteria’’ testifies to this. It comes from the 
Greek and means ‘‘womb’’, showing the belief of the ancients 
that diseases of the mind were closely related to diseases 
of the organs of generation. The same root exists to-day 
in the word ‘‘hysterectomy’’, meaning removal of the womb. 
It is in connection with this belief—namely, the relation 
between the womb and mental irregularities, which, sad to 
say, is still quite prevalent—that a vast amount of operative 
work has been done in the way of suspending retroverted, 
freely movable wombs and repairing minor defects which 
are not causing symptoms. Happily, most of the clinics, and 
the more forward of the practicing gynecologists, are operat- 
ing now upon more rational diagnoses, and are refusing to 
operate in these nebulous and fanciful conditions. Never- 
theless, even to-day these opinions obtain to a large extent 
and exert a strong influence in surgical practice, and suspen- 
sions are still being done to cure obscure symptoms. Cir- 
cumcisions in the female, freeing the clitoris from adhesions, 
and removal of the clitoris are still advocated for the cure 
of masturbation, frigidity, and similar disorders. Per- 
haps the reason that this operative type of treatment is often 
advocated, and that good results seem to follow operations 
upon the genitals for harmless lesions, is to be explained 
by suggestion, the personality of the surgeon, and the neces- 
sitated rest in bed. Such cures can by no means be relied 
upon. 

Every individual entertains with desire or aversion the 
ideas that touch his interests, and surely none of us will deny 
that the genital apparatus touches his interest. The neurotic 
fixes such ideas, is unable to cease entertaining them, and 
soon begins to exaggerate them. Symptoms of minor dis- 
orders that would escape the notice of healthier individuals 
are exaggerated and fixed and soon become tremendously 
important to the patient, often to the utter neglect of some 
serious concomitant pathological change. 

The rest of this paper is devoted to an attempt to present 
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some of the specific problems, illustrated with case reports 
when possible, that one meets in obstetrics and in gynecology. 

During pregancy, the whole organism undergoes a profound 
change and is given up for the time being to the one purpose 
of forming, developing, and giving birth to the fetus. The 
psychie changes are no less profound. Sometimes they be- 
come distinctly abnormal, and psychoses of severe grade 
develop. On the other hand, mild degrees of disturbed mental 
equilibrium are so frequently observed as to be considered 
almost physiological. In this category may be placed the 
longings and cravings for unusual or abnormal articles of 
diet, even in a woman whose diet is adequate. Irequently 
the mental equilibrium is overthrown to a greater or less 
degree, resulting sometimes in a quicker and more irritable 
response to environmental factors, sometimes to sluggish- 
ness, even tending to sullenness and moroseness. If the 
husband does not understand the possibility of psychic 
changes during pregnancy, or if the environment of the preg- 
nant woman is unsympathetic, serious difficulties of familial 
adjustment and even psychoses may arise. Recently an 
intelligent young married woman seven months in her first 
pregnancy complained that her husband was so critical of 
her admitted shortcomings that she was unable to endure 
his attitude any longer. A simple explanation to the husband 
of the physiological and psychological changes during preg- 
nancy was all the psychotherapy necessary. Another patient 
with a minor disturbance of mental equilibrium who was 
seen recently is Mrs. M., aged nineteen, eight and one-half 
months in her first pregnancy. When she was two to three 
months along, her husband, a Mexican laborer, deserted her. 
Mrs. M. went to live with her father, but a few days before 
her admission to the hospital he was arrested for deserting 
his own wife. Naturally the patient was upset by this 
chronicity of wife desertion. So she reacted by developing 
a curious train of symptoms. Her tongue drew to one side, 
her mouth became ‘‘ paralyzed’’ (whatever she meant by that), 
and she claims she fainted. This spell recurred four more 
times in the few days before she entered the hospital. While 
on the ward, she had two such spells, one shortly after ad- 
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mission while she was adjusting to hospital routine and 
another a few days ago when she became homesick—for what, 
one is ata loss to say. Needless to report, physical examina- 
tion showed nothing but a normal pregnancy. Our treatment 
was merely reassurance, kindness, and comfortable hospital] 
quarters. 





The hypersensitive state of the pregnant woman also mani 
fests itself in her relation to her obstetrician. Undoubtedly 
this relation, of necessity intimate, is closer than any of the 
doctor-patient relationships except that of the psychoanalyst 
to his patient. The obstetrical patient, during her period of 
gestation, brings most of her problems—physical and psy- 
chical—to her physician, whom she chooses because she has 
confidence in his ability, and her frequent visits, especially 
if he is at all sympathetic, tend to strengthen this confidence 
into a bond that is akin to the so-called ‘‘transference’’ of 
psychoanalytical subjects. 

Puerperal insanity is noted once in every 616 labors, ac- 
cording to Berkley’ and once in every 1,100 according to 
Jones.” Formerly it was much more common, and it is as- 
sumed that the introduction of asepsis into obstetrics has 
been a large factor in lowering the incidence. Childbirth 
psychoses are probably due to a basic instability of the 
nervous system—the added strain of labor being the straw 
that breaks the camel’s back—and to causes of a toxic-infec- 
tious nature. Of the latter, 20 to 40 per cent of the women 
fail to regain their equilibrium. Naturally such cases demand 
treatment by a competent psychiatrist and are not to be 
included in the therapeutic attempts of the obstetrician. 

We have said before that pregnancy marks the onset of a 
profound change in the woman. With the cessation of the 
menses, usually the first indication of the pregnancy, an im- 
mediate and revolutionary mental adjustment is demanded. 
The birth of a baby—especially the first child—into a family 
means a radical change in the financial, social, and sexual 
adjustments. In addition, there is the added factor of fear 


1 The Insanities of the Puerperal Period in A Treatise on Mental Diseases, 
by Henry John Berkley. New York: D. Appieton and Company, 1900. pp. 
307-28. 

2‘* Puerperal Insanities’’ in the Journal of Obstetrics and Gynecology of the 
British Empire, Vol. 3, pp. 109-25, 1906. 

















PSYCHOTHERAPY IN OBSTETRICS AND GYNECOLOGY 303 


of labor itself. Some women conform quite easily to the 
changed order of affairs. Others rebel, and the rebellion takes 
various forms. If it does not manifest itself in procuring 
an abortion, and if the pregnancy is allowed to continue, 
do we not have here sufficient basis for a neurosis? It is well 
known that the most common type of neurosis is gastric. 
Therefore, it does not seem unwarranted to assume that in 
a goodly number of pregnant women, morning sickness is a 
reaction on the part of the woman to the pregnancy. To 
support this view are the following facts: Morning sickness 
does not usually oecur until after the first month of pregnancy, 
about the time the woman becomes aware she is pregnant, 
and usually disappears spontaneously some six to eight weeks 
later after she has had a fair amount of time to become ad- 
justed. One may argue that women who do not know they 
are pregnant may have morning sickness; nevertheless, most . 
intelligent women who miss a period are not oblivious to that 
possibility. Also, cases are well known in which nausea did 
not arise until later in women who were convinced that they 
had a pelvic disorder instead of a pregnancy, and who become 
nauseated with the realization that they are carrying a child. 
Cases of pseudocyesis or phantom pregnancy often present 
typical morning sickness, which disappears when the patient 
finally is convinced that she is not pregnant. Furthermore, 
not all women who say that they are delighted to have a 
baby are stating the truth, even though they have argued 
themselves into such a belief. Many will take issue, and 
justly, with the views just given. One cannot deny that 
metabolic changes incident to pregnancy may cause nausea 
and vomiting, but surely adjustment to a newly discovered 
pregnancy is a potent etiological factor. Treatment of morn- 
ing sickness is difficult. Symptomatic treatment of such 
things as so-called ‘‘acidity’’, of belching, of heartburn, and 
so forth, may be given with alkalies and other drugs. A very 
satisfactory aid is the carrying about and nibbling of crackers, 
chocolate, and other articles of food when nausea arises. 
Most of these remedies are little more than suggestion, and 
Suggestion, reassurance, and time usually effect a cure. 
Occasionally the morning sickness does not disappear, but 
steadily becomes worse, so that in a small percentage of cases 
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we are confronted with the very serious condition known as 
pernicious vomiting of pregnancy. This disease is always 
preceded by morning sickness. A patient so afflicted arrives 
at the point where she is unable to retain a single thing, 
not even water. With the absence of fluid and nourishment, 
serious metabolic disturbances arise. The patient becomes 
emaciated, dehydrated, profoundly ill, goes into coma, and 
surely will die if treatment is not instituted. There is much 
argument as to whether this disease is a neurotic manifesta- 
tion or a metabolic disturbance incident to pregnancy. All! 
obstetricians recognize that some cases of pernicious vomiting 
are neurotic. Few are hardy enough to insist upon this 
etiology in all such cases, and claim that there are many due 
to toxemias incident to the altered metabolism. The ques 
tion cannot be answered at the present time. Depending upon 
the case and the obstetrician, two lines of treatment are in 
vogue: first, immediate therapeutic abortion; second, sup 
portive treatment designed to combat the dehydration and 
acidosis while at the same time it attempts to make therapy 
unpleasant. To this end, fluids combined with glucose are 
given by all available routes except the mouth, as it is obvious 
that food and water immediately regurgitated are of no use 
in maintaining nutrition. Therefore, intravenous, subcutane- 
ous, and rectal injections are used. In addition, the unpleas- 
ant procedure of pumping the stomach is religiously carried 
out after each emesis. Hospitalization to remove the patient 
from her environment is imperative. All visitors are ex- 
cluded. In the hospital usually the case is assigned to one 
doctor and one nurse, and none other goes into the room. 
Constantly the patient is assured that she is being treated 
so as to maintain the fluid balance and her nutrition, and 
that as soon as she is able to retain food, food will be given. 
After a few days of this treatment, improvement usually 
begins, and in several weeks the patient is back on full diet. 
We use this method in all cases with probably about 75 to 
85 per cent success. At one time we were almost converted 
to the view that all cases of pernicious vomiting are neurotic. 
In the past year several cases were received late in the disease, 
and the results were not so good as we would have liked, 
although the large majority did well. Apparently early in 
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the disease, the patients do well, either with abortion or with 
the combined medical and suggestive treatment. late in the 
disease, however, results are poor, and even therapeutic abor- 
tion becomes a serious step in a patient so profoundly ill. 
Perhaps it is not wise to introduce into a paper of this kind 
a topic about which there is so much discussion and about 
which no conclusions can be drawn. However, pernicious 
vomiting of pregnancy is a disease in which a certain type 
of psychotherapy may be used with considerable success. 
A patient with pernicious vomiting who was seen here some 
five years ago illustrates well the type that is clearly neurotic. 
Mrs. F., aged twenty-eight, was admitted to the hospital in 
the third month of her first pregnancy. Her vomiting was 
of two months’ duration and she had retained nothing for 
three or four days. Therapeutic abortion was performed, 
but contrary to all expectations, she did not get well and 
continued to vomit. About one month later she discharged 
her private nurse, whom she had never liked, and promptly 
recovered. 

Some of the minor things that require the attention of an 
obstetrician psychiatrically intelligent are the adjustments 
incident to the thrill of acquiring a brand-new baby, and 
those occasioned by the onset of lactation. A patient’s baby 
is just one more baby to the obstetrician, but to the mother 
it is one of the great events in life. She is sure it isn’t re- 
ceiving all the nursing care it needs. If it cries, she worries. 
If it doesn’t meet her expectations as to gains in weight, 
she frets, and frequently she may be so upset that the milk 
supply falters. No woman likes to think of herself as a milch 
cow, nor does she want to subject her breasts to undue stretch- 
ing and lose her shape. All these conditions must be met 
sympathetically, firmly, and intelligently. Artificial feed- 
ing is well enough developed to-day so that the child will 
usually prosper on it, though not so well as with breast milk. 
We try to insist, therefore, on nursing because we are all 
agreed that the best food for an infant is its mother’s milk. 
It is the custom in this elinie to prohibit all visitors other 
than the immediate family during the week following labor, 
in order to give the patient opportunity to make these 
adjustments. 
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Patients who have an intense desire for children often will 
present all the subjective signs of pregnancy, occasionall\ 
associated with a real or fancied increase in size of the ab 
domen. This condition is known as pseudocyesis or phantom 
pregnancy. In many instances the woman may imagine that 
she detects fetal movements which are sometimes so violent 
as to make her fearful that they may be visible to onlookers. 
Recently a woman of thirty-five, who had been a clerk in a 
nearby city, came to the clinic for diagnosis. She had been 
divorced for several years, but had been having sexual rela 
tions for a long time with the same individual. For a short 
period contraception had been abandoned. She believed that 
she was pregnant, and reported that her menses had ceased. 
(The truth of this statement was never proved.) Morning 
sickness set in, and she went to an abortionist. As there 
was no result, she went again. When there was no result 
this time, she decided to go through with the pregnancy. She 
believed that she was six months pregnant, asserting that 
she had felt fetal movements and that her abdomen was en- 
larging. She felt that it was necessary to let out her clothes 
and to stop her work because of her increase in size. Con 
sultation with a reputable physician who told her that she 
was not pregnant did not prove satisfactory to her so she 
was referred here. Examination showed the abdomen to be 
flat and free from any mass of any kind. At the time of 
examination even the patient agreed that the abdomen was 
not increased in size. The womb was of normal size, shape, 
contour, and consistency, and was freely movable. When 
confronted with the findings of the examination, the patient 
was reluctant to concede that she might have been mistaken. 
A recent report indicates that she is beginning to accept the 
opinion of the physician. In this type of case, psychotherapy 
for the condition itself is largely a matter of convincing the 
patient. If this is not successful, as often it is not, time 
comes to the physician’s aid. It is well knovn that such 
patients repeat the error and return again and again at yearly 
intervals. . Undoubtedly they present a more deep-seated dis 
turbance than appears on the surface and the advice of a 
psychiatrist is indicated. 

Probably all of the diseases and conditions of the pregnant 
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and puerperal state that lend themselves to psychotherapy 
have not been cited. An attempt has been made, however, 
to list and explain our methods of treatment in some of the 
most outstanding. 

Gynecological diseases that may have to a greater or less 
degree a functional nature are masturbation, frigidity, dys- 
pareunia, dysmenorrhea, menopausal symptoms, and _ psy- 
choses incident to operative procedures. The last named 
may be dismissed briefly. Suffice it to say that we believe 
that operative attack on the genitalia in both male and female 
probably carries a greater psychic trauma than attacks upon 
other bodily systems. We have only our clinical opinion to 
support this, but it does seem that loss of an appendix will 
not cause the anxiety and anguish that may attend the loss 
of a womb. 

Occasional masturbation is a very common and widespread 
practice. Katharine Davis reported in the ‘‘ American Jour- 
nal of Obstetrics and Gynecology in 1926 statistics on 1,000 
unmarried college women whose average age was 34.4 years, 
and again in 1927 in the same journal similar statistics on 
1,000 married women of average age 25.7 years.’ Of these, 
68.1 per cent were college graduates. 

Of the unmarried women, 60.3 per cent admitted mastur- 
bation, while only 38.1 per cent of the married women ad- 
mitted this practice. Obviously, as these statistics were based 
on the admissions of the subjects of the inquiry, there must 
be a greater percentage incidence of masturbation than this. 
One must remember also that these women were all of the 
more intelligent classes, provided we may assume that the 
holding of a college degree presumes intelligence. Mastur- 
bation in itself, even though it is considered a perverted sex 
practice, is not harmful. We know of no physical ills that 
may attend it. This is not generally conceded by the laity, 
nor even by many practitioners. Consequently a great deal 
of hullabaloo is raised over the practice of this so-called ‘‘si- 
lent vice’, Every masturbator feels that the act is repre- 
hensible, and because she knows that the public at large will 
unqualifiedly condemn her act, all sorts of feelings of shame, 

1 ** Periodicity of Sex Desire’’, by Katharine Bement Davis. Part I, American 
Journal of Obstetrics and Gynecology, Vol. 12, pp. 824-38, December, 1926; 
Part LI, ibid, Vol. 14, pp. 345-60, September, 1927. 
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disgust, and fear of the consequences, both physical and social, 
arise. Combine this with the fact that masturbation is one 
form of outlet of sex desire, realize that the masturbator 
wants to masturbate, and the stage is set replete with con- 
flicts. If carried to the end, neuroses are inevitable. The 
usual therapy applied by the family, various social organiza- 
tions, and even some physicians is to command the individual 
to stop! The enormity of her sin is forced upon her. She 
is told that she will lose her womanhood, that she will lose 
her strength and may even become an invalid. Finally they 
threaten her with the fear of going crazy. In short, such 
a weight of pressure is put upon her that she turns more 
and more to the practice which she has learned will, for the 
time being at least, release her from these tremendous prob- 
lems—namely, masturbation. 

A schoolgirl of fifteen was caught masturbating. When 
it was discovered that she had been at this practice since 
she was ten years old, a tremendous uproar ensued. Her 
family, the minister, and the local physician flayed her un 
mercifully, and such an issue was made over the matter that 
the patient was thoroughly bewildered. Naturally her mas 
turbation increased, and the family in despair took her out 
of school and brought her to the clinic. In treating this 
type of patient, we try to focus attention away from the 
genitalia. This is done by advising every kind of healthy 
activity compatible with her resources and her social environ- 
ment. One must have an adequate knowledge of the environ- 
ment so that some estimate of the factors instituting the 
habit may be gained. Treatment can never be intelligent 
unless the origin of the trouble is understood. The patient 
must be assured in such a way that the assurance will stick 
that her habit will not cause physical or mental disability. 
There is no reason to suppose that masturbation will do more 
harm than the same amount of coitus; so we do not try to 
insist that masturbation be stopped, but tell the patient that 
if she wants to continue the habit, she may do so. Mas- 
turbation in itself is not harmful. The great harm to the 
patient comes from worry and brooding over the supposed 
deleterious effects. Finally, complete codperation among the 
gynecologist, the psychiatrist, and the social agencies is es- 
sential if the patient is to be returned to society. Formerly, 
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acting on the theory that titillation of the clitoris is probably 
the usual method of female masturbators, much operative 
work has been done to free the clitoris from adhesions and 
to remove the organ itself. The benefits from these operations 
are nil, and in addition they focus attention on the organs 
that are the seat of the neuroses. 

Dysmenorrhea, or painful menstrual periods, is quite preva- 
lent in young women. In 1877, Jacobi found 46 per cent of 
all women with more or less severe dysmenorrhea.’ Recently, 
Miller, in a study of 785 college women and student nurses, 
found 47 per cent with dysmenorrhea.? Only 17 per cent of 
these were so incapacitated each month that bed rest was 
necessary. Poor muscle tone, endocrine disturbances pro- 
dueing deficiencies in the various hormonal secretions, and 
actual pelvic disease or malformation comprise the large 
majority of cases of dysmenorrhea. There are, however, a 
definite number that are due to actual neuroses. It is in- 
evitable that a certain number of intelligent women resent 
menstruation, with its annoyance and its unesthetie character. 
They do not like being ‘‘slaves to the moon”’ 
aptly put by Viereck and Eldridge in their book, My First 
Two Thousand Years.’ <As in the case of so many of the 
disorders that are referred to the pelvic organs, an enormous 
amount of operative work has been done in an attempt to 
relieve menstrual pain. Suspension of the womb, dilatation 
and curettage, and operations on the mouth of the womb 
have all been popular from time to time. A girl of about 
twenty-four, from a strict religious sect, presented herself 
with the story that she had had painful periods, necessitating 
rest in bed two or three days each month ever since she had 
begun to menstruate. Examination revealed a _ well-built, 
healthy, but obese girl of a very retiring and shy nature. 
The pelvis was normal in all respects. She had had several 
dilatations and curettages and a removal of a wedge-shaped 
piece of the mouth of the womb; all of no avail. Because 
her physical habitus suggested a ductless gland or endocrine 


, as it was so 


1 The Question of Rest for Women During Menstruation, by Mary P. Jacobi. 
New York: G. P. Putnam’s Sons, 1877. 

2** Additional Light on the Dysmenomhea Problem’’, by Norman F. Miller. 
Journal of the American Medical Association, Vol. 95, pp. 1796-1803, December 
13, 1930. 


‘New York: The Macauley Company, 1929. 
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disturbance, we pursued that line of inquiry, and were 
astounded when our tests were negative. Further inquiry 
showed that the patient was abnormally religious, sluggish 
in her reactions, and had not gone far in school. Conse- 
quently she was encouraged and pushed into religious work 
by the family, and a great deal of sympathy and concern 
was expressed during her menstrual periods. Sexually she 
was not attractive, and she realized that the years were be- 
ginning to go by while most of her acquaintances were marry- 
ing. We could not find that she had ever had a normal love 
affair. Psychiatrie examination revealed a mentality far 
below average. Because there was so little material on which 
to build, she was given palliative treatment with non-narcetic 
sedatives, with only a slight degree of success. 

Another case was that of Mrs. J., aged twenty-five, who 
had been married for three years, but had no children, al 
though contraception was not used. This patient was a clerk 
inastore. Her complaints were ‘‘all gone”’’ and dizzy feelings 
for one week prior to the menses, in addition to actual pelvic 
pain during the period itself. Physical examination was nega- 
tive. The patient remembered the onset of her difficulty 
very well. When she was fifteen years old, she was a spec 
tator at a small-town exhibition of hypnotism, and these 
feelings described came over her then. One week later she 
menstruated for the first time. Ever since she has had this 
dizziness and faintness to a greater or less degree with each 
menstrual period. In so far as could be ascertained at the 
time, the patient’s sexual relations with her husband were 
adequate. She did, however, mourn the fact that there were 
no children, and she was inclined to blame this on some form 
of pelvie disease. As noted, none was found. We purposed 
to institute sterility studies to try to determine the cause 
of her sterility, but felt that they would best be postponed 
until we knew more about her background. She was per- 
suaded with great difficulty to consult a psychiatrist, and 
then only after she was assured that she would not have to 
go to the psychopathie clinic. The psychiatrist felt that much 
could be done for her, but the patient suddenly ceased her 
visits, and we have not heard from her since. 

rigidity, or lack of sexual desire, and dyspareunia, or 
painful coitus, often are associated in the same patient. Fre- 
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quently, however, they are not. Three cases follow, one show- 
ing both conditions and the other two illustrating each 
condition separately. 

Mrs. K. married at fourteen to escape an unpleasant family 
situation. Her first pregnancy began immediately after mar- 
riage. Her husband, four years older, is a laborer and re- 
cently has been out of work. They were happy and much 
in love at first, and she was as passionate as her husband, 
who, she admits is very passionate. Nine months after mar- 
riage a child was born, after a difficult labor terminating in 
forceps. Two weeks after birth of the child, the husband 
foreed intercourse, producing a tremendous revulsion of 
feeling in the patient. The child now sleeps in the same bed, 
and the husband desires intercourse even before the child is 
asleep. During intercourse, the woman says that she is much 
worried about the child’s waking up and of course is con- 
cerned about becoming pregnant. She has never had pleasure 
since the birth of the first child, does not complete the sexual 
act, and usually has pain in both lower abdominal quadrants. 
The husband never shows her any affection now, remains 
out every evening, demands intercourse when he comes in, 
and is very violent throughout it. He even forced relations 
with her when she was sick in bed several months ago. If 
she refuses, he hints darkly that ‘‘he knows where he can 
get it’’. She admits that things have been worse since the 
husband has been out of work and that she could stand his 
demands for intercourse if he would show any affection at 
all. Examination shows the patient to be six months preg- 
nant, apparently robust and healthy, and with no pelvic 
disease or malformation to account for her pelvic difficulty. 
(This pregnancy, of course, is unwanted.) Unfortunately 
the patient refuses to bring her husband into the case, so 
we are not able to attempt to gain his codperation. Plans 
are under way for social aid in the family, and the child is 
to be removed to another bed. Contraceptive advice and 
material should be prescribed. 

The next example is purely one of frigidity. This com- 
plaint is seldom received from the woman. It is the husband 
who forces the patient to consultation. Mrs. X., aged twenty- 
four, very pretty and sexually attractive, was brought in 
by her husband because he claimed that she was frigid. They 
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had one child three years old. It developed that the husband 
was too excitable, and his orgasm was over before the woman 
had begun to have any sexual feeling. The three of us 
threshed the matter over, and certain suggestions as to tech- 
nique were made. Unfortunately there is no follow-up on this 
patient. 

The third patient is Miss Y., aged twenty-eight, an in- 
structor in a university in a neighboring state. She entered 
complaining quite frankly of dyspareunia or painful inter- 
course. It took considerable courage and intelligence, first 
to decide to ask for advice and second to lay her cards on 
the table. She had been engaged to be married for over a 
year to a student with whom she was very much in love and 
who, if she may be believed, reciprocated the affection. He 
was situated financially in such a way that marriage would 
be out of the question for another year. After talking the 
matter over, the couple decided that intercourse was the best 
solution. However, after several months of it, the patient 
began to have pain in her vagina and bilateral lower-ab- 
dominal-quadrant pain during coitus. The physical examina- 
tion was negative and no basis for the pain was found. Going 
back into her past history, it developed that the patient had 
been brought up in a very strict puritanical family, to which 
the stork brought babies and all mention of sex was taboo. 
Although the patient believed that she was justified in her 
present actions, she could not surmount the obstacle of her 
early training, and conflict ensued. As she was a very in- 
telligent woman, the discussion of her problem with a dis- 
interested person, the mere airing of it, reassurance that 
her story was not so unusual, and assertion that there was 
no physical cause for the dyspareunia, gave her enough 
impetus to enable her to cope with the situation very well. 

Undoubtedly, the precipitating factor in many of these 
sexual frigidities and pains during intercourse in women is 
the initial sex experience. Recognizing this, Dickinson has 
advocated pre-marital examination as a routine method of 
preventive gynecology.’ Pelvic malformations and disease 


1 ‘‘Pre-marital Examination of Routine Preventive Gynecology’’, by Robert L. 
Dickinson. American Journal of Obstetrics and Gynecology, Vol. 16, pp. 631-41, 
November, 1928. 
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are searched for and corrected if found. Necessary informa- 
tion is given, and Dickinson even advocates rupturing the 
hymen under local anesthesia. Not many gynecologists agree 
entirely with him, but surely a young woman contemplating 
marriage would do well to have a pelvic examination, and 
a half hour’s talk with a competent gynecologist. 

In a study of 1,200 love affairs of 200 married men and 
women, Hamilton and MacGowan! found that there was a 
marked increase about the age of forty-five in the interest 
both men and women displayed in the opposite sex. This 
reaction was slightly, but definitely greater in women. The 
beginning of the third trimester in life—namely, from forty 
to forty-five—finds man at the height of his vigor, sliding 
eracefully and easily through the years. Though woman is 
no less vigorous and vital at that age, she is brought sharply 
face to face with a physical fact that forces her to realize 
that youth is past. This is the menopause. It is inevitable 
that the neurotic woman will try to elicit sympathy and com- 
passion by expressing her conflicts in symptoms relating to 
that part of the body which is commanding a large part of 
her attention. And so we have the hot flushes, the pelvic pain 
and backache, and the weakness and tiredness commonly 
ascribed to the lack of ovarian hormone. It is hardly logical 
to suppose that in all cases the ovaries, which elaborate a 
secretion during the active life of the woman, suddenly cease 
to function. Rather more comprehensible is the idea that the 
ovarian hormone slowly diminishes in quantity and finally 
sinks below the threshold that is necessary to produce the 
menstrual flow. But the menopausal symptoms occur coinci- 
dent with the cessation of menstruation, which is the visible 
sign of the approaching end of the sex function. Undoubt- 
edly, as in most of the disorders that we have cited, there are 
some cases in which the symptoms are related definitely to 
lack of hormone. But there cannot help but be a large 
neurotic element in many of the disorders attending the meno- 
pause. Here, again, a little sympathy, a little understanding, 
are needed, and a physician who is psychiatrically intelligent. 

A point that often escapes the physician and the various 





V. Hamilton and Kenneth MacGowan. 
, August, 1928. 


1**Marriage and Love Affairs’’, by G. 
Harper’s Magazine, Vol, 157, pp. 277-87 
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organized groups that meet these problems is the necessity 
of realizing the capacity of the patient. The average indi- 
vidual gains her knowledge of sex and its irregularities in 
furtive, whispered conversations among small groups. Most 
of her information is gained before puberty and during early 
adolescence. Unless she is especially fortunate, these errone- 
ous ideas gained in childhood remain unchanged during adult 
life. Consequently, we are not dealing with a rational adult, 
but with a grown individual who—in this respect—retains the 
mystical, secretive ideas of childhood. 

In all of the foregoing part of this paper, I have tried to 
point out those cases in which obstetrics and gynecology and 
psychiatry meet. These cases, which, after all, constitute a 
small part of the practice of the obsetrician and the gynecolo- 
gist, take proportionately an enormous amount of time. 
Often one is tempted to forego a tedious probing into the 
social and environmental factors that, for instance, preceded 
a neurotic dysmenorrhea, to call the patient a ‘‘neuro’’, and 
to give her some sedative, pain-killing pills. Unfortunately 
this is done far too often, even by some of us who profess an 
interest in the workings of the mind. But obstetricians and 
gynecologists are realizing more and more the necessity of an 
intelligent knowledge of the background of these cases, and 
in general the physician who is treating organic diseases is 
realizing the necessity of treating the patient rather than the 
disease. In this connection it is interesting to note that the 
departments of pediatrics and obstetrics in a large eastern 
hospital have each recently added a psychiatrist to the staff. 

This paper has tried to lay emphasis on the intelligent 
treatment of the individual as a whole—or, as Adolf Meyer 
puts it, on the individual as a psychobiologic integer. We 
have not done enough for a patient if we repair her lacerated 
vagina or remove a tumor from her womb. We must realize 
the import these procedures have upon the patient’s mind. 
We must be sufficiently psychiatrically intelligent, first to see 
the individual as a whole and treat her accordingly, second 
to refer her to the psychiatrist when her major disease has 
ceased to be obstetrical or gynecological and has fallen into 
his domain. 

















MARY BOOLE: A PIONEER STUDENT 
OF THE UNCONSCIOUS * 


ETHEL S. DUMMER 
Chicago 


[* this day of discussion of the unconscious as revealed by 
the psychoanalysts, it seems timely to republish the papers 
of Mary Everest Boole who, a quarter of a century ago, made 
such genuine contribution concerning the unconscious mind 
and its importance in education. Her use of the term uncon- 
scious included all our power of functioning evolved from the 
amceba to man; the differentiated sensations of eye, ear, and 
touch, revealing the meaning of environment and experience, 


‘* stored 


were, with their motor and emotional associations, 
somewhere in man ’’, becoming the material for thought. In 
this, as in so many of her observations and hypotheses, she 
anticipated the science of to-day." 

Her quotation from Jacobs gives us a clue to her wisdom: 
‘* We feel as our ancestors thought; as we think, so will our 
descendants feel.’’ Whereas Freud discovered in Greek 
myth the basis of emotional motivation of much of our be- 
havior, Mrs. Boole, in her study of Hebrew myth, found 
hypotheses that showed struggle toward ‘ 
error’? in thought and action. Instead of emphasizing the 
regressions of persons bound to the past by immature emo- 


correction of 


*Epitor’s Nore: This paper is the Preface to an edition of the works of 
Mary Everest Boole, which will be issued in London by the C. W. Daniel Company 
in the fall of 1931. The edition, which will consist of four volumes, will be edited 
hy Miss Eleanor Cobham, to whom Mrs. Boole left all her material, published 
here and there in little known papers and magazines. A complete list of the 
books and pamphlets to be included in the edition would take up too much space, 
but the following titles will give some idea of the contents: Preparation of the 
Child for Science, Logic of Arithmetic, Fun and Philosophy of Algebra, Mathe 
matical Psychology of Boole and Gratry, A Rhythmic Approach to Mathematics, 
Symbolic Methods of Study, Some Suggestions for Increasing Ethical Stability, 
The Forging of Passion into Power, What One Might Say to a Schoolboy. The 
Preface, which outlines Mrs. Boole’s teachings and relates them to the theories 


‘f modern psychology, is published here by permission. 
' Brains of Rats and Men, by C. Judson Herrick. Chicago: University of 
Chicago Press, 1926. pp. 253-55. 
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tion, she sought a thought process that would lead man to 
ever higher levels of life. 

From her early statement that there was a “‘ sort of cellar 
to the mind from which ideas came as by a backstair or 
elevator ’’—such ideas needing always to be verified by the 
conscious mind—on to the invaluable little book, The Prepara- 
tion of the Child for Science, Mrs. Boole’s life seems to have 
been given to interpreting this inner functioning which she 
felt to be an important factor of a completed thought process. 
She writes: ‘‘ Analysis is made by projecting the mind out- 
wards, by the observation of outer facts, but the synthesis 
which completes the sequence takes place within.’’ 

It is to be hoped that some day a study may be made of the 
lives and works of George and Mary Boole, for her research 
throughout many years of widowhood appears related to an 
early experience of her husband’s. He told her that in 1832, 
when he was about seventeen, it ‘‘ flashed upon ’’ him that 
besides the knowledge gained from direct observation, man 
derived knowledge from some source undefinable and 
invisible. 

Mrs. Boole’s study of this unconscious mentation developed 
ideas concerning education that have been overlooked even 
by some of the progressive schools of to-day. In fact, the 
immediate stimulus to this edition of her papers was the 
statement that in America more children fail in arithmetic 
than in any other subject in the curriculum. It seemed im- 
perative to call to the attention of educators her Logic of 
Arithmetic, Fun and Philosophy of Algebra, The Mathemat- 
ical Psychology of Gratry and Boole, and especially her 
fundamental treatise, The Preparation of the Child for 
Science. 

A few quotations will indicate her theory and method: 
‘*Adopt the custom of introducing children to each mathe- 
matical principle by some easy examples, in play, several 
months before it will be used in the work of school problems, 
so as to utilize each to the full as a growing ground for the 
inspirational faculty, before itis given over to be hardened 
by the formation of convenient habits.’’ ‘‘ Many a life of 
intellectual muddle and intellectual dishonesty begins at a 
point where some teacher explains the rule for Greatest Com- 

















A PIONEER STUDENT OF THE UNCONSCIOUS 317 


mon Measure to a child who has not had the proper basis of 
subconscious knowledge laid in actual experiences. There- 
fore, if you value your child’s future clearness in science, 
trust no teacher to tell him anything about G.C.M. and L.C.M. 
till you have ascertained that he is able to find, easily and 
accurately, by means of compasses, the longest length that 
will repeat exactly in each of two unequal given lengths, and 
the shortest length into which each of two unequal given 
lengths will fit.’’ ‘‘ By training the hand to trace out 
Nature’s action, we train the unconscious brain to act spon- 
taneously in accordance with Natural Law: and the uncon- 
scious mind, so trained, is the best teacher of the conscious 
mind.’’ 

This fitted well with a theory held by my husband, William 
Francis Dummer, that codrdination of sense and muscle was 
a fundamental factor in the mental development of a little 
child. This kinesthetic sense is now used in teaching read- 
ine. By tracing the letters with the fingers, progress is made 
by children thought feebleminded. Professor Kurt Lewin, 
of the University of Berlin, now says that the child thinks 
with his whole body. There was much truth in the thesis of 
John B. Watson that the conscious is the verbalized and the 
unconscious the non-verbalized.* What he did not emphasize 
was the importance of those non-verbalized concepts as they 
register in the unconscious through having meaning for the 
child. ‘‘ Children should be given time for things to speak 
to them.’’ 

Children are still given verbal rules before the processes 
involved have had time to register through actual practice, 
through arithmetical experience. This simultaneous appeal 
to conscious and unconscious bewilders a child. The thought 
process is not complete. Real understanding is blocked, and 
although examinations may be passed, mathematics is not 
comprehended. Progressive schools are rapidly improving 
method in social studies and in teaching all of the arts through 
creative activity, but in mathematics there is still lack of 
understanding of the danger of simultaneous appeal to the 
conscious and the unconscious phases of mentation. 


1See The Unconscious of a Behaviorist, by John B. Watson, in The Uncon- 
scious, A Symposium. New York: Alfred A. Knopf, 1927. 
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As far back as 1862 this pioneer psychobiologist had dis 
covered many of the principles of mental hygiene. Seeking 
the meaning of unconscious mentation led her to all the avail 
able physiology and psychiatry of her day. She nursed cases 
of hysteria for Dr. Maudsley, studied what was then called 
mesmerism, taught in a girls’ school, and straightened ont 
‘* duffers in mathematics ”’ 

Fifty years ago only a few mothers of little children recog 
nized the truth of her statement that unspoken thought was 
potent. Now a leading psychiatrist says this is as natural 
as that ‘‘ milk in the ice box acquires the flavor of onions 
nearby ’’. Another modern writes: ‘‘ Emotion passes from 
one to another and then becomes thought.’’ No matter how 
fear, anger, affection, jealousy, or any form of selfishness 
seems hidden, it may be revealed in tone, gesture, posture, 
and fleeting facial expression. Is not this sensitivity to emo 
tion explicable as man’s mode of communication preceding 
language? This influence of one personality upon another 
personality is a realm of the unconscious that needs further 
research in order to discover both its dangers and its thera 
peutic values. 

Rereading Mary Boole in the light of modern psychology, 
one is amazed at her discernment, her classification of phases 
of consciousness and unconsciousness and probable motiva- 
tion during these varying states, with suggestion for securing 
emotional stability. Modern mental-hygienists, with their 
fear of daydreaming, may well ponder the synthetic value of 
reflection, of meditation, so necessary to creative idea, and 
the suggestions made by Mrs. Boole for avoiding the danger 
of slipping too easily from a conscious to an unconscious state. 

In The Forging of Passion into Power there is interesting 
study of the introvert and extrovert types, with methods 
offered for balancing one’s tendencies in a way to utilize one’s 
abilities and minimize the disabilities. 

The Message of Psychic Science is a series of talks to a 
group of London mothers who, finding their religion threat- 
ened by Darwin’s new theories, sought Mrs. Boole’s phi- 
losophiec wisdom. She resolved these differences by emphasis 
upon the unity of nature. She spoke upon the Forces of 
Nature in a way that prepared the mind for the recent essays 
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of M. Guye, Physico-Chemical Evolution. ‘Thrilling to Dar- 
win’s theory of evolution with the revolution in human think- 
ing it produced, and with her recognition of inspiration as 
‘‘ the correction of error ’’, she brought into one category, as 
the search for truth, both science and religion. 

Her understanding of the need of reversal of attitude for 
the keeping of mental and nerve poise long preceded the con- 
tribution of Professor G. T. W. Patrick in his important book, 
The Psychology of Relaxation. Her tracing this hypothesis 
back to the French engineer Boulanger is an interesting study 
of origins, of evolving ideas. A hundred years earlier 
Boulanger had also called attention to the connection of fixed 
mental attitude with the enslavement of the masses, and of 
periodic reversal of attitude with mental emancipation and 
power. 

Mrs. Boole wrote: ‘‘ All formation of habit is destructive of 
that mental elasticity on the free play of which the possibility 
of pure inspiration depends.’’ ‘‘ Kven for the kind of knowl- 
edge which inspiration is an appropriate means of receiving, 
inspiration in its true sense of completed synthesis is a slow 
and laborious process.’’ ‘‘ The cultivation of genius or orig- 
inal power, of intuitive and inspirational faculties, depends— 
as a writer in the last century said ’—‘ on keeping the mind in 
a live and sensible state’ ready to respond freely to the 
slightest stimulus of fresh suggestion.’’ ‘‘ Inspiration is the 
correction of error.’’ 

Boole’s early discovery of the unconscious Mrs. Boole 
phrased as follows: ‘‘ The mind of man is encased in a mech- 
anism which, besides receiving impressions through the 
senses, receives information also from some source invisible 
and undefinable, access to which opens whenever the mind, 
after a period of tension on the difference, contrast, or con- 
flict between any elements of thought, turns to contemplate 
the same elements as united or as forming parts of a unity ’ 
or larger universe of discourse. 

As a youth, George Boole had wondered why in Hebrew 
literature God was always spoken of as the great All or Unity. 
Pondering this, he organized a mode of study which took 
every subject as a whole made up of parts and then as part 


1T, Wedgwood. 
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of a larger whole. This method, giving a frame of reference 
for all data gathered in any branch of study, proved wonder- 
fully effective. His mind swung free between extremes, from 
negation to affirmation, from zero to unity, with interest in 
every factor of a problem. Later, when he found the logicians 
seeking a method of symbols for reasoning, Boole’s second 
discovery was that by casting out from algebra all thought of 
number, mathematical processes proved adequate for reason- 
ing on any subject. Mathematics became logic and logic was 
mathematics. This, Mrs. Boole claimed, gave ‘‘ a perfect 
skeleton of the mind’s normal action when engaged in evolv- 
ing the science of which number is the material. It thus 
stands clear as a contribution to the Science of Human Psy- 
chology, showing how minds of old worked when mastering 
difficulties. ’’ 

The son of a tradesman, George Boole soon became recog- 
nized by the intellectual world. Cassius J. Keyser credits 
him with being the starting-point of all the advance in mathe- 
matics since his day. Herbert Spencer said Boole had made 
the greatest advance in logic since Aristotle. His widow 
claimed that Boole’s logic included the element of Aristotle 
and, when fully understood, was so simple as to make of every 
man his own Aristotle or Spinoza ‘‘ according to his intellec- 
tual attainments ’’. In her interpretation of the psychologic 
aspect of her husband’s logic, the emphasis upon the time 
sequence necessary for the alternate functioning of conscious 
and unconscious holds a clue for us. 

His discovery of the unconscious Boole never put into 
words. Before his death, however, he was delighted to read 
it in the Logique of Gratry, a French Oratorian, who, in the 
middle of the last century, was consciously utilizing the un- 
conscious. To psychoanalysts who are discovering the com- 
plexes of their patients through automatic drawings and 
writing, it will be of interest to learn that Pére Gratry made 
a practice of taking a pen in hand at a certain time each day, 
and then, ‘‘ making silence in the soul ’’, setting down what- 


ever came to him about the unity of nature, finding that what 
was so written had valuable suggestion for the subject he was 
studying at the time. This should lead to further research. 
It is of significance that a new edition of Gratry’s Logique 
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appeared in 1908, and that Boole’s Laws of Thought was 
republished in 1916. 

As physiological psychology changes toward psychological 
physiology, these hypotheses of Mary Boole concerning bio- 
logical logic hold real value for us. To read her, one must 
translate her phraseology into modern terms, seeking in her 
essays and parables, in her strange picturing of theory and 
practice, the underlying meaning. Her understanding of the 
sensations and emotions of the past as conditioning the 
actions and influence of human beings, her sensing the differ- 
ent levels of life and the varying levels in the life of one indi- 
vidual, showed keen observation and depth of insight. The 
behaviorists can claim much of our action to be mere response 
to sensation, to emotion; the Gestaltists know that man per- 
ceives and perceives until a configuration appears upon a 
background; and the intuitionists with their differentiation 
between instinctive intuition and intelligent intuition also find 
truth, such illumination being based either upon millions of 
vears of developing experience or upon long and careful con- 
scious study. In these writings of Mary Boole one finds the 
thread of truth which, running through the psychologies of 
to-day, links them together, as each interprets an aspect of 
the various phases in the evolution of human thinking. 
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WILLIAM L. RUSSELL, M.D. 
General Psychiatric Director, The Society of the New York Hospital 


— more than three years have passed since Dr. 
Salmon was here with us, and his personality and his 
achievements are still vivid in our memories. This meeting 
is a token of the love and admiration of friends and colleagues 
who knew him personally. We easily recall the charm, the 
clearness, the persuasiveness, and the quiet foree of his 
personality. We saw what he did and how he did it, and we 
are able, in some measure, to estimate the value of his life 
and work to our own and to future generations. 

We realize, however, that the time is coming when the name 
Thomas W. Salmon will not be as familiar to those who 
hear or see it as it is to us, nor will it stir in them the 
memories, thoughts, and feelings that it arouses in us. Even 
his achievements, and their substantial monuments which we 
see so clearly, will have merged into the fabric of advancing 
civilization, and will be viewed without knowledge or regard 
of the part he played in their production. When he died 
so suddenly in August, 1927, his friends and colleagues, and 
the many others who looked to him for counsel, inspiration, 
and leadership, were overcome by the magnitude of the dis- 
aster. The loss to psychiatry and mental hygiene seemed 
irreparable. It was hard to feel reconciled to the thought 
that such a precious influence and power must cease to 
operate, and that even achievements that would continue to 
produce indefinitely would no longer be identified with the 
personality with which they were charged. To preserve in 
some way, and to pass on to future generations, some of the 
spirit and power of his life, and to apply it to the further 
advancement of the objects to which he was devoted, was 
a wish that soon became a definite purpose in the minds of 
his friends. 


* An address upon the presentation of $100,000 to the New York Academy of 
Medicine as a fund establishing the Thomas W. Salmon Memorial Lectures, 
January 10, 1931. 
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After much informal discussion, this took practical form, 
in February, 1928, in the organization of the Thomas W. 
Salmon Memorial Committee. The membership of this com- 
mittee consists of over 200 of his friends and colleagues in 
different parts of the country. Three-fourths of the mem- 
bers are physicians. It was expected that the fund necessary 
for the establishment of a memorial would, for the most part, 
be contributed by the members of the committee, and by 
other personal friends, colleagues, associates in organized 
work, and others who had become attached to Dr. Salmon 
as a counselor and aid in their personal and other problems. 
it was felt that the amount obtained from these sources, 
whether large or small, would be a tribute of sincere love 
and of genuine sympathy with the purposes in view, and 
would be in keeping with Dr. Salmon’s preferences. 

Much thought and discussion were given to the various 
forms of memorial that were suggested. All agreed that it 
must be something that would, in his name, contribute to the 
advancement of psychiatry and mental hygiene. After much 
consideration it was finally decided that, for the amount 
that could probably be secured, nothing that had been pro- 
posed would so well serve the purpose as a lecture or a series 
of lectures on an independent foundation, to be given annually 
under the auspices of some scientific organization and not 
restricted by the requirements of a formal educational system 
or curriculum. It was felt that the spoken and written word, 
which is such a mighty power in human relations and in the 
advancement of civilization, would be a living memorial, with 
vitality and with capacity for continuing influence under 
changing conditions. In other branches of medicine and in 
other sciences, lectures under similar auspices have long had 
a place of honor and usefulness. Psychiatry and mental hy- 
giene have not been so provided, and it seemed fitting that 
the first lectures in this field to be established should be in 
the name of this distinguished pioneer. The Salmon Lec 
tures would furnish a means of presenting communications 
of special distinction and value. They would also provide 
an opportunity for sometimes reviewing, for the benefit of 
the students and workers of the period, the character of Dr. 
Salmon’s life and work. It was anticipated, also, that the 
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lectures would be regularly published in book form, and that 
a growing row of volumes, each with a prefatory account of 
the origin and purpose of the lectures, would, in many li- 
braries, provide a widely distributed, permanent memorial. 

Having thus decided, the committee, after a considerable 
period of further organization and of preparation for financ- 
ing the project, issued its appeal for contributions in May, 
1929. The expense of the appeal was borne by a group of 
Dr. Salmon’s more intimate friends. The response was so 
prompt, so enthusiastic, and so liberal that it was in itself 
a striking tribute to the esteem in which he was held. It 
also revealed that a project of greater magnitude could prob- 
ably have been accomplished. The committee, however, is 
satisfied that the lecture plan will provide a dignified and 
altogether appropriate memorial and a service that will carry 
out some of Dr. Salmon’s deepest wishes. The appeal called 
for a minimum sum of $100,000 which was considered suffi- 
cient to provide an annual income adequate for the expense 
of a series of lectures and their publication. It was thought 
that if a larger amount were subscribed, certain other projects 
that were favorably considered by the committee might also 
be financed, and this we hope may be possible. The num- 
ber of contributors to the fund is 596. Contributions were 
received from residents of 31 states and of 2 foreign coun- 
tries. Of the contributors 319 are physicians. Contribu- 
tions as small as one dollar were received, and a few—one 
from a Foundation—were quite large. Whether large or 
small, however, every contribution was clearly a token of 
affection and of a strong desire to convey to future genera- 
tions something of the spirit and purpose of Dr. Salmon’s 
life and work. 

Before appealing for contributions, the committee consid- 
ered it advisable to make provision for the permanent estab- 
lishment and administration of the lectures, and to announce 
this with the appeal. It was believed that they would be 
best administered by some established scientific organization 
of high standing. It seemed fitting that this should be a 
medical organization. Dr. Salmon was preéminently a 
physician, both in the specific sense and in the broader mean- 
ing of the word—a natural philosopher. The fundamental 



















































THE 





THOMAS W. 





SALMON MEMORIAL 325 





aim and purpose of his life was the art of healing. It may 
be said that he was born into it. His father was a physician, 
and the life and work of a village doctor, and the experiences 
and problems met with in his practice, were no doubt familiar 
to Dr. Salmon from his earliest years. We may conjecture, 
from knowing Dr. Salmon, that his father was a follower 
of the best ideals and traditions of the profession. This, 
and the ideals and traditions derived from the generations 
during which the family lived in the Shakespeare country 
of England, were a heritage that may account in some measure 
for the intellectual clearness, the vivid imagination, the fine 
sensibility, the chivalry, and the spiritual quality that so 
distinguished Dr. Salmon’s personality. He began his own 
professional career as a village doctor and he would have 
been happy to continue in that field of practice. His fortunate 
advent into psychiatry and mental hygiene was due to cir- 
cumstances, in which his principal contribution was his ex- 
traordinary insight into the problems of this field, and the 
ability that he displayed in dealing with them as opportunity 
was presented to him. Notwithstanding, however, his interest 
and remarkable success in organized work, in which he was 
removed from the direct relations of physician and patient, 
he never ceased to retain the point of view and the feeling 
of the practicing physician. In every undertaking, the vision 
of the sick man to be relieved was his guiding star. This 
did much to determine the quality and extent of the success 
that attended his efforts. In every phase of his career he 
made notable contributions to the relief of the sick. The 
psychopathic pavilion at Ellis Island, the hospital ship for 
the fishermen at sea, the form and methods of organization 
for war service, the psychiatric hospitals for disabled ex- 
service men, the State Psychiatric Institute at the Columbia 
Medical Center, and the many improvements in the treatment 
of the mentally sick everywhere that he brought about, all 
bear witness to this controlling purpose of his life. His 
deepest desire was to work directly with patients, and when 
he felt free to return to active medical practice, he was filled 
with joy. It is pleasant to think that he was given this satis- 
faction in the last years of his life. It seemed, therefore, 
to the committee peculiarly fitting that the Salmon Lectures 
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should be under the control and management of a medical 
organization, and that they should be fundamentally medica! 
in character and aim. 

It was also thought that a New York organization should 
be preferred. Dr. Salmon was a New Yorker by birth and 
residence. He did, indeed, become a national figure, and many 
of his activities and achievements were national in scope. 
New York was, however, his headquarters and his home, and 
his most intimate relationships were there. It was thought 
that the administration of the lectures by a New York or- 
ganization would not necessarily require that they be confined 
entirely to New York. One or more of them might, and no 
doubt will, in any year, be given in other places. The lec- 
turers might, and no doubt will, be selected from any part 
of the country or from other countries, and it was believed 
that the lectures would be of such a character that it would 
be a distinction to be selected. The committee felt that what 
was most important was to entrust the administration to a 
medical organization, the standards and policies of which 
could be depended upon to maintain the lectures at the high 
level required for the accomplishment of the purposes for 
which they were established. After careful consideration, it 
was unanimously agreed that none was superior to the New 
York Academy of Medicine, and that it was the organization 
to be preferred if it would accept the trust. Its high standing 
since its foundation in 1847, not only in New York, but in 
the medical profession everywhere, its distinguished member- 
ship from every branch of medicine, its permanent endowed 
administrative establishment, the breadth and freedom of its 
policies and activities, seemed to mark it as an institution 
in which the lectures would reach their highest usefulness. 
As he was a fellow of the Academy, it was believed that 
special interest would be felt in cherishing and honoring Dr. 
Salmon’s memory. It was thought that under the auspices 
of the Academy, the lectures would be administered with 
reference to interesting and informing the whole medical pro- 
fession rather than one branch of it. To muster into the 
service of the aims of psychiatry and mental hygiene the 
whole body of medical practitioners was one of Dr. Salmon’s 
fondest wishes. He believed, too, that better understanding 
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and cooperation between psychiatry and the other branches 
of medicine should be accomplished, and it was his intention 
to make this, to which he had already made substantial con- 
tributions, one of his main tasks during the rest of his life. 
It was decided, therefore, to make application to the Academy. 
The committee was much gratified when, after careful con- 
sideration, the council of the Academy accepted the proposal. 
This was announced in the appeal, and no doubt contributed 
materially to establishing confidence in the project and to 
securing support for it. 

The main purpose of the Thomas W. Salmon Memorial 
Committee has now been accomplished. The minimum sum 
that was considered necessary has been secured, and this 
meeting marks the inauguration of the Salmon Lectures. As 
chairman of the committee, I beg to congratulate the mem- 
bers on the suecess of their undertaking, and to thank those 
who, whether members or not, have by their interest and 
generous contributions made this happy conclusion possible. 
We are especially happy that the New York Academy of 
Medicine is to administer the lectures. Dr. Salmon hoped 
much for human welfare from a better understanding and 
a closer cooperation between psychiatry and the other 
branches of medicine. In one of his addresses he spoke 
of Psychiatry as the neglected stepdaughter of Medicine, 
whom a fairy prince named Science was about to elevate 
to a place of honor and greater usefulness in the family. There 
could be no better place for this happy consummation than 
the Academy, which is a home of medical science where the 
leading spirits of every branch of medicine meet. Under 
its auspices, the Salmon Memorial will, we feel sure, be cher- 
ished and used as he would have it, as a light to help illumine 
the dark places of the mind. 
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GROUP TREATMENT OF THE PSYCHOSES 
BY THE PSYCHOLOGICAL EQUIV - 
LENT OF THE REVIVAL*  , 


L. CODY MARSH, M.D. 
Assistant Physician, Kings Park State Hospital, Kings Park, 
Long Island, New York 


t ken cooperation of the patient is of the utmost importance 
in the treatment of the functional psychoses. It is con 
ceivable that a broken leg, once set and immobilized, will 
heal without further medical attention and without any 
assistance on the part of the patient. This is not true of 
the ‘‘broken mind’’, as yet, at least, for recovery here is in 
direct proportion to the codperation of the patient. In this 
respect psychiatry differs from all the other specialties. 

llow, then, shall we approach the mental patient to secure 
his codperation? There are two possible avenues of ap- 
proach—as an individual and as a member of a group. 

The Individual Approach.—The individual approach has 
certain well-known advantages. Whatever ‘may be said for 


* Read before the Annual Convention of the New York State Association of 
Occupational Therapists, New York Medical Center, May 17, 1930. 

A great many personalities have gone into this effort. I am indebted first of 
all to Dr. Mary MacLachlan, Physician-in-Chief of the Women’s Reception Service 
of Kings Park State Hospital. She not only gave me carte blanche to work out 
the idea on her service, but has given helpful advice and encouragement. Dr. 
William J. Tiffany, the superintendent, has given me encouragement and sug 
gestions and permitted me to try the group method with the mixed class at th 
hospital amusement hall. Miss Gertrude Vink, chief of the occupational-therapy 
department, has helped me in innumerable ways both with material and with the 
personnel of her department. Of these last I am especially indebted to Mr. James 
Moten, Miss Pauline Curl, and Miss Laura Morse. I only wish there were space 
to mention by name the many supervisors, nurses, and male and female attendants 
who have helped so enthusiastically to make the venture a success. All who have 
helped me I am sure share my enthusiasm for the work. They have not helped 
me as a matter of duty, but because the therapeutic classes have caught their 
spontaneous interest. All of my confréres in medicine have been generous in 
their coéperation. Last, but by no means least, I would express my appreciation 
for the encouragement and help given me by Dr. E. W. Lazell, of the U. S. 
Veterans’ Hospital of Northport, Long Island. Our ideas are not the same, but 
we are both committed to the group method. He has placed all of his notes, 
lectures, and other material at my disposal. 
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the :roup method, the patient will require some individual 
hel; and instruction. However, this type of approach has 
several serious disadvantages: 

1. There are not enough psychiatrists to give adequate in- 
divicual treatment. This is especially true in our large state 
and ‘ederal hospitals. 

2. The psychiatrist in private practice can handle but very 
few patients by the individual method because of the physical 
limitations of time. This also applies to the private mental 
hospital, no matter how well it is manned by physicians. 

3. Standard psychiatry has not worked out a rationale for 
the individual treatment of the psychoses. Eivery physician 
is left pretty much to his own devices, which may be good 
or bad. No one of the many methods of individual approach 
is short enough to enable a psychiatrist to help many patients. 

4. The psychoanalytic method of individual approach is 
especially notable in the lengthiness of its therapeutic course, 
however valuable or successful the method may be. 

5. The psychotic is remarkably inaccessible by the individ- 
ual method. Only by the most persistent tact, forbearance, 
and patience may one finally reach him vis-a-vis. 

6. The percentage of cures and ‘‘improved”’ cases obtained 
by the individual method is still very low. However, this 
poor showing is not entirely due to the method, but, among 
other things, to the small number of physicians. 

7. The paroled patient suffers for the same reasons. There 
is a public-health aspect to psychiatry, and oftentimes the 
return of a paroled patient to his home environment is like 
the return of a cured ease of malaria to the malarial swamp 
whence came the original infection. In short, it is quite neces- 
sary for the paroled patient to have intelligent, sympathetie, 
and expert after-care, and parole officers are entirely too 
few in number to handle adequately all the cases by the 
individual method. 

8. Present-day psychiatry, with laudable modernity, speaks 
of reéducating the patient in the mental hospital. What are 
the objects of this reéducation, what subjects and points 
should it cover, when does the patient get it, and who is to 
vive it to him? Such reéducation would require well-nigh 
nothing less than a private physician tutor with but a handful 
of patients. It is impossible by the individual method. 





330 MENTAL HYGIENE 


9. Many hospitals now have an out-patient department for 
mental disorders. Most of these cases could probably be 
saved from subsequent commitment if they could receive an 
adequate reéducation. But with the individual approach, it 
is both psychologically and physically impossible to give it. 

10. Not all psychiatrists are healers, whatever method they 
may severally use. Not all of them have a psychiatric ‘‘bed 
side manner’’, as it were. 

The Group Approach.—Since the individual approach is 
both inadequate and limited in its application, the alternative 
is the group approach. The writer wishes, however, to make 
it clear that the individual method has an important place, 
and a place that no other method can fill. 

Group calisthenics, athletics, field days, cafeterias, movies, 
church services, and much of occupational therapy are all 
instances of group treatment. These have contributed their 
bit toward the readjustment to life of many patients. Each 
of these illustrates a sentence which I have taken for a motto 
on my psychiatric shield: 

By the crowd have they been broken; 
By the crowd shall they be healed. 


The writer’s personal conviction is that the big job has 
got to be done by a group method. Mental illness is a social 
disease. It is caused by the group. It must be healed by 
the same agency. 

l.azell has done some excellent work by the group method. 
His work with psychotics antedates mine by several years, 
although I used the group method with psychoneurotics in 
1909 and 1912. Lazell’s method is quite different from and 
may be highly superior to mine. He confines himself entirely 
to lectures; his groups contain but one type of case; and 
his course of lectures provides the essentials of a mental 
reéducation. 

The sources from which my method is derived have been 
many: 

1. Mob psychology with reality as its mottf. 

2. Principles of salesmanship with sanity for sale. It is 
common knowledge that one may often be ‘‘sold’’ as a member 
of a group when one cannot be ‘‘sold’’ alone in one’s office. 
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3. The Trudeau Sanitarium group method: when new pa- 
tients have accumulated to the number of ten or fifteen, they 
are given lectures on how to codperate with the sanitarium, 
and encouraging talks which boost their morale. Codperation 
and morale are important in the cure of tuberculosis, and 
they are important in the treatment of mental disease. 

4. Social-service methods. Reference is made here to the 
social methods commonly in use in settlement houses, and so 
forth. 

>. Rotary and other noonday-luncheon-club methods. The 
writer is indebted to International Rotary for furnishing some 
of the most telling devices used in his experiments. 

6. The splendid resources of the occupational-therapy 
department of Kings Park State Hospital. 

7. Methods of ‘‘soul-winning’’ as used by the Salvation 
Army, revivalists, missioners, ete. The reader should be im- 
mediately reassured that the author uses only the methods 
of the above, but neither their terminology, their religion, 
nor their objectives. It is the psychological equivalent of 
the revival that is used. Whereas the revivalist seeks (1) a 
conversion from sin to righteousness, (2) a salvation for a 
future life predicated on a conversion, and (3) the acceptance 
of a given philosophy, we have sought in this experiment 
(1) a conversion from phantasy to reality, (2) a salvation 
for this life—the ability to stand up to it adequately—pred- 
icated on such a conversion, and (3) the acceptance of the 
principles of mental hygiene. 

8. The magic of happiness. Few patients can understand 
the explanations of their psychoses furnished by psychiatry. 
Give them happiness and their madness may soon burn out. 
Misery cannot be explained away. Nor can happiness be 
explained into a man. 

The Method.—The first class was held in a small room of 
the basement in the women’s reception service building.’ The 
patients came voluntarily—any one who wanted to come, re- 
vardless of diagnosis. For the first few meetings, the average 
attendance was but eighteen out of a patient personnel of 


1 The therapeutic classes held on the women’s reception service described herein 
were discontinued July 1, 1930, on account of the transfer of the writer to the 
male reception service. The classes held in the hospital amusement hall are still 
meeting. 
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about one hundred and ninety. Even these few made the 
room crowded, and our voices echoed abominably about those 
basement walls. We sang without accompaniment. We had 
concert numbers from an antique phonograph, stunts, roll 
eall, discussions. It seemed quite terrible at first, all of it. 
But after ten sessions I realized that I did not need to talk 
down to them, that I could lecture as if they were any other 
group of women. There was a distinct group bond, of which 
I was definitely aware. I felt a sort of group transference 
which they had made to me. Above all, I was quite aware 
that most of them were being helped. That was over a year 
ago. Later the class showed an average attendance of sixty- 
five, and met in the day room of the building’s best ward 
three times a week. On Fridays there is a class of men, 
women, and a few children in the hospital amusement hall, 
and this last averages from two to four hundred, depending 
somewhat on the weather and somewhat on the attendants 
available to conduct the patients from the various buildings 
to the amusement hall. In both classes the attention is 
remarkably good, and the singing is splendid. 

The first series consisted of twenty sessions. Since then 
they have averaged thirty. Attendance is purely voluntary, 
and patients come regardless of their diagnoses. Even cer- 
tain types of disturbed patients are invited to come, and in 
general these behave surprisingly well. Mute catatonies at- 
tend, and after they become talkative, they are able to narrate 
the high points of the lecture material. While the functional 
cases derive the most benefit, there have always been a number 
of organic cases, and these have been helped to some extent, 
especially in the matter of morale. There are three classes 
a week, two of them being held after supper and one after 
the midday meal. The first class is held on Sunday evening 
and seems to save the day, for at Kings Park, Sunday is our 
most important visiting day, and those who have had visitors 
are sad because the visitors have gone, while those who had 
none are sad for that reason. 

For some of the series we have had a roll call, but on an 
active service this was attended by certain drawbacks, so 
now we have the patients stand by wards and thus stimulate 
a little rivalry. If it can be managed, the roll call is better, 
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for it gives class members a satisfying sense of success when 
a good record has been made. I occasionally speak to patients 
at meal time and on rounds, inviting them to come. For a 
while we used posters advertising the classes. 

Singing is the first event on the program. It strikes the 
crowd keynote, so that when one talks to them, one is not 
addressing sixty-five separate women, but a group of sixty- 
five women. When they have sung a few songs, I indulge 
in some running comments. If it is Sunday, raised hands 
are asked from those who had visitors and those who did 
not. Then hands are asked from those who cried when 
visitors left, their attention being called to the poor reward 
they gave loved ones who took the trouble to visit them. Both 
tears and telltale hands have decreased markedly. At this 
same time new patients are reminded that this is a hospital, 
not a prison or.an asylum. The nature of the place is ex- 
plained to them and some of the rules; they are urged to 
become good hospital citizens, to be loyal to their doctors, 
to see the friendly side of the locks and bars. Frequently 
certain ones are called on to stand and give the names of 
their doctors. They are reminded that the state of New York 
has no punitive intention toward them, but a very earnest 
therapeutic intention. They are challenged to stand up 
bravely to the ‘‘needles’’ (Wassermanns, inoculations, vac- 
cinations, ete.). Sometimes we indulge in a ritual covering 
the above: 


‘‘What is the best adjustment to your sleeping conditions ?”’ 
‘*Sleep!’’ 
‘‘What is the best adjustment to your doctor?’’ 


‘*Be loyal to him!”’ 

‘*What is the best adjustment to the hospital food?’’ 

** Mat it—and like it!”’ 

‘*What is the best adjustment to the fact of your being 
here?’’ 

‘*Get well and go home!’’ 

Lectures.—Their attention to the lectures is surprisingly 
good. However, it took, as I have said, many lectures to 
develop this. Now it is a tradition with them. It is interest- 
ing to any one who has worked with psychotics to see hebe- 
phrenies drop their silliness and give courteous, dignified 
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attention, to see disturbed patients do the same (although 
by no means all of them). Then the mute ones listen, and 
one knows they are listening. Paranoids forget their hate. 

The choice of words, the choice of illustration, and the 
style of delivery are the same as one would use in speaking 
extemporaneously before the average group outside of a 
mental hospital. The structure of each lecture consists of 
exposition, richly illustrated by stories and cases, and in- 
spirational material. A blackboard is used constantly during 
the lecture, and before class a brief outline of the lecture 
is placed on it, as many patients take notes. Charts are 
also used occasionally and with good effect. 

The reader will probably be most curious as to the actual 
subject matter of the lectures. I believe I have thrashed 
that out pretty well, for in the ten months’ time in which | 
have tried the method, I have experimented not only with 
many mental-hygiene topics, but with topics quite remote 
from them. In short, I do not think it makes a particle of 
difference what the subject is, so long as it is instructive 
and constructive and can be given an inspirational polish. 
Now that we have this body of knowledge known as psychi- 
atry, we are apt to think it is the sine qua non. So it was 
with a sense of wounded vanity that I found that a talk 
on Russia, on how to raise a baby, current events, almost 
anything, helped them as much as orthodox talks on mental 
hygiene. It will be recalled that the apostles marveled when 
they found competing practitioners casting out devils, but 
vot in Jesus’ name. The measure of the lecture is its eatro 
verting power. It will appear later how I know this. How 
ever, one must be orthodox, so I have finally settled on the 
following program of lectures: 

1. Adjustment to hospitalizaltion—rules, diet, sleeping, fellow patients, 
nurses, attendants, doctors, bars, locks, how to get well, ete. 

2. Adjustment to the problems of religion and philosophy—-how one is 
personal and one communal; how each is built up; the tendency to let 
both remain at the juvenile level; searching questions to bring out the 
value of their philosophies and religions. This is handled broadly and 
no one has taken exception to it. 

3. Adjustment to the problems of growth—the infantile, juvenile, 
adolescent, pseudo-adult, and adult personality levels. 


4. Adjustment to reality—reality vs. phantasy, hallucination, delusions, 
illusions, methods of escaping from reality. 
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5. Adjustment to the problems of work and relaxation—sample job 
histories, sources of energy, planning; rest, relaxation, and recreation. 

6. Adjustment to the family—the family as the social unit and the 
die into which the social reaction of the individual is cast, family rela- 
tionships, family problems; the social, economic, moral, and physiological 
aspects of the term ‘‘ good family’’. 

7. Adjustment to the problems of sex—the various levels at which man 
adjusts himself to sexual problems, the necessity of meeting sex prob 
lems at the adult level; masculine and feminine protest reactions; male 
and female essentially the same. 

8. Adjustment to the emotions—the need of emotion, its value for 
good and evil, the constructive emotions, their extroverting value, their 
common origin from ‘‘ good will’’; the destructive emotions, their in- 
troverting direction, their common origin from fear. 

9. Adjustment to people and social customs—how to get along with 
people by conforming to social standards, good feeding manners, dress, 
etiquette, honesty, truthfulness, punctuality, ete. 

10. Adjustment to the problem of self-expression—the human longing 
to be understood and to understand, means and methods of self-expres- 
sion, language, music, self-discipline, knowledge, true education, the use 
of books and newspapers. 

11. Adjustment to the inward drives—impulses, their origins; prevail- 
ing trends and their origins. 

12. Adjustment to the physical world—the human body with its nerv- 
ous system as man’s first environmental layer to which he must adjust; 
the fat, thin, tall, short, homely types; nature, the storm, temperature, 
pressure, climate, weather, personal hygiene. 

13. Adequate and inadequate methods of adjustment—sublimation, 
self-sacrifice, altruism, projection, trends, ete. 

14. Reéducation—the mental-hygiene program of reéducation, living 
life over again. 

15. Current events—yellow journals, yellow because their subject mat- 
ter is yellow—i.e., lacking in constructive courage; sample events from 
good newspapers illustrating the doings of the world that are really 
news. 

16. Conscience—generally an infantile system of ‘‘Stop’’ signals and 
made up of the voice of the loved one, the hated one, the fear thoughts 
of childhood as well as the early religious teaching; the mature con- 
science a disciplined system of ‘‘Go’’ signals; shame, guilt, taboo vs. 
disciplined sense of values. 

17. Spooks—superstitions; the class contributes these and they are put 
on the blackboard. 

18. The human nervous system—the brain and cord, the peripheral 
nerves, the sympathetic nervous system, the hormones. 

19. Good sense—man’s five senses and how they may be disciplined to 
tell him the truth about the world with which he must deal; other spe- 


cial senses, pain and temperatures, stereognosis, balancing, position 


sense; reflexes. These are demonstrated on volunteer patients. 
20. How to raise a baby—a very popular lecture; the general care and 
feeding of an infant and some of his psychological problems. 


21. Constructive self-examination and criticism—a questionnaire for 
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the evaluation of one’s personality; warnings against unwise intro- 
spection; various plans for character building. 

22. The insecure personality—blues, tantrums, fears and phobias, 
worry, the nervous breakdown. 

23. Insight and judgment—examples from case histories. 

24. The will to balance, serenity, and happiness—an inspirational talk. 

25. Behavior patterns—the early formation of behavior patterns, the 
conditioned reflexes, ete. 

26. Ward notes—the sort of things physicians observe in patients. 
This talk occasioned many favorable comments, few patients realizing 
that it mattered what they did; tidiness, activity, sociableness, interest 
in work, behavior, etc. 

27. Success—an inspirational talk; the difference between recovering 
from a broken leg and a broken mind—+.e., in the latter the main job is 
the work done by the patient; recovery as personal achievement. 

28 and 29. Experience meeting—selected patients who are definitely re- 
covering are called upon to give their experiences in getting well. This 
material is put on the blackboard and the effect is profound. 

30. Examination. 


The lectures are supplemented by books, but I have too 
few of them. The following have been found valuable: 


The Anatomy of Emotion—Lazell The Human Mind—Menninger 
Exploring Your Mind—Wiggam A Mind that Found Itself—Beers 
Why Men Fail—Fishbein Reluctantly Told—Anonymous 
About Ourselves—Overstreet The Mind in the Making—Robinson 


Understanding Human Nature—Adler 


But I believe there is great need for a little book written 
especially for the mental patient. There are so many things 
patients would like to have explained to them, and it is impos- 
sible to tell each one separately. 

At the end of the lecture I try to clinch anything gained 
by asking for a show of hands from those determined to get 
well. Then I ask for hands from those who believe they 
cannot get well. Rarely more than a half-dozen hands come 
up here, and these are generally shouted or laughed down. 
At this same juncture I ask patients who are definitely on the 
road to recovery, and whom I have coached a little previously, 
to stand before the class and tell how they are getting well. 
These testimonials are given in a simple, clumsy, embarrassed 
fashion, to be sure, but they are far more potent than my 
lectures, as one may readily understand. After the testi- 
monials we may read the ‘‘ Mental Patient’s Creed’’, which 
we have printed and pasted as an extra leaf in our song 
books together with some other extra material. This creed 
reads as follows, and seems to help the patients: ; 
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CREED 

We believe in a healthy mind, in a healthy body, and we are codperat- 
ing with the physicians, nurses, and attendants of Kings Park State 
Hospital to this end. 

We recognize the good will and sincere interest of the state of New 
York in the various measures ordered to restore us to health, and thus 
to useful and happy lives in our respective communities. We believe 
mental illness to be an honorable affliction, and we take pride in our 
efforts to regain mental and emotional vigor. 

We look with undying hope toward the future, with faith in ourselves 
and with confidence in those appointed to assist us toward recovery. 
With good will toward all, we believe that this is a wonderful world, 
once we understand it. Even happier days are ahead. 


Many of them now know this creed by heart, and a number 
have told me that they often recite it to themselves. After 
the creed we frequently read Henley’s Invictus, or Kipling’s 
If. It is my purpose gradually to add to our collection of 
inspirational readings. 

Stunt Activities—Stunts must be brief and must be dis- 
patched with snap. Here are some of the things that have 
worked well in my classes: 


1. Two minutes’ 


conversation with the neighbor on the left or right. 
At the end of the period, I ask various ones to tell me the name of her 
conversational partner, her ward, and the subject of conversation. 

2. Spell-downs. These must be brief, simple words must be used, and 
a selected group of patients chosen. However, an occasional foreign- 
born or illiterate, but good-natured patient adds fun to it. 

3. All the Smiths or Joneses or Greens are asked to stand and give 
their first names. Another version is to ask for the Marys, Johns, 
Patricks, Evelyns, Antonios, ete. 

4. Birthday cakes. The attendants obtain the names of those whose 

birthdays fall in the current month. On the class day nearest their 
birthdays, I give them a simple frosted cupcake with one small candle. 
Each recipient comes to the front and blows out the candle after making 
a wish to go home well. I have had many of them tell me they had 
never appreciated a birthday cake so much. As each patient receives 
his or her cake, the remainder applaud vigorously. 
5. ‘I love you’’ is put on the blackboard in as many languages as 
the group represents. Both men and women enjoy this. Sometimes we 
take an impudent expression like ‘‘Go to the dickens!’’ They take even 
more interest in this expression as a Babel stunt. 

6. An intermittent alarm clock is sent around and a candy bar is given 
to every one in whose hands the alarm goes off. 

7. Your first job. This is always a hit. 

8. Your hobby. These go on the blackboard and the list is remarkable. 

9. Quizzes on geography, arithmetic, grammar, ete. These never last 
more than two minutes. Sometimes I draw letters, figures, and simple 
pictures behind a large piece of cardboard and let them guess from the 
motions of my elbow what I have drawn. 
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10. The most telling stunt of all is the exhibition of patients who have 
passed the parole staff. Part of the ‘‘underground’’ lore of mental 
patients is that no one ever gets out. Showing off the paroled patients 
gives the lie to that, and what a touching sight it is to see hope blaze 
in those poor eyes which have blinked so tepidly in that human horizon 
before me. 


The group interest is materially helped also by the appoint- 
ment of various committees. Naturally these committees are 
very informal and they are loosely constructed. But we have 
found the following practical: a monitor committee in charge 
of distributing pencils, paper for notes, and song books: a 
seating committee which sees to it that enough chairs are 
provided and that they are put away properly after class: 
a ward committee on each ward to stimulate a good attend- 
ance record for their ward; a program committee which looks 
out for talent, musical or otherwise, to be used during the 
stunt period. 

Music.—Since the group approach helps to restore the 
crowd psychology of the patient, music is one of the most 
valuable devices we have for aiding him to get in step with 
the world again. Attendants go about among the group and 
urge listless ones to open their books and sing. As the pa- 
tients assist in this task also, I try to seat the better singers 
next to those who are not participating. But singing is in 
sisted upon, and it is not long before every newcomer is join- 
ing in with the others. It is important to use songs that 
are well known and that have the clustered memories of 
time and wide use. By far the best collection I have found 
is the new edition of ‘‘J Hear America Singing, the Brown 
Book. Sometimes the younger patients object to the ‘‘old- 
timeyness’’ of these songs, but soon they sing them as en- 
thusiastically as the older ones. Such songs as Annie Laurie, 
Auld Lang Syne, ete., have all the values of a revival hymn 
in producing a group emotion, and none of the partisan 
disadvantages. 


There have been rare instances where the music has caused 
a patient to weep or become excited, but these have been only 
episodes and the same patients have later shared the enjoy- 
ment of the others. 

Occasionally I let them sing examples of modern jazz music, 
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but the therapeutic value of such music is slight compared 
to that of really good music. I have taught them Hark, Hark, 
the Lark, Who is Sylvia, and the Berceuse from Jocelyn, 
much to their genuine pleasure. Such music has a definite 
cultural value. 

The accompanist can ruin the musical program, no matter 
how well she plays, if she does not know the artifices of 
accompaniment. There is a special art in playing for a group. 
As a lesson in self-discipline, I insist upon quiet while the 
pianist plays the brief introduction to each number. This 
requires constant attention, as several always wish to hum, 
whistle, or sing at this time. Often a patient will possess a 
pleasing solo voice or some other entertainment talent and 
these are always used generously. Occasionally I have opened 
the session with phonograph music, using the best examples 
of symphony, chamber, and violin music. The music of one 
session in each series consists entirely of children’s songs— 
London Bridge, Mary Had a Little Lamb, ete. This program 
not only furnishes amusement, but probably has more emo- 
tional values than any other music. Twice, when we had 
this type of music, I have seen a deteriorated patient regain 
the acuteness of her original psychotic material. 

Just before the musical program, the patients are invited 
to name their favorites and these are put on the blackboard. 
| have collected a list of about fifty songs from the black- 
board suggestions which never fail to interest the class. Here 
and there variations are introduced; they hum a verse of 
one song—e.g., Sweet and Low—whistle a verse of another- 
e.g., Pack up Your Troubles in Your Old hit Bag—and for 
still others they clap, stamp, and whistle—e.g., Dixie, or 
Turkey in the Straw. 

Surprising as it may seem, I have never heard a group of 
the same number of women outside the hospital sing any 
better or with more apparent enjoyment than do these classes 
of the so-called insane. 

At every session a number of attendants are always present, 
mostly because they enjoy themselves, and they have repeat- 
edly asked me to give them the same course of lectures. 
This is mentioned to show that the whole class session is a 
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perfectly natural effort, and not in any way trimmed to suit 
‘‘erazy people’’. Are these last really any different essen- 
tially from other people? 

The Examination.—At the end of each series the patients 
write answers to five questions: 


. Which lecture or lectures helped you the most? 
. Why are you in this hospital? 


. What is your main job in getting well? 


m co Cc 


If you had charge of a case just like yours, how would you treat it? 
- What do you plan to do when you leave the hospital? 


ol 


About 80 per cent of the class write the examination, and 
possibly half of these give written evidence that the series 
has helped. However, the examination is not the sole criterion 
as to the value of the group treatment. Occasionally time is 
required for the material of the courses to germinate and 
bear fruit. 

The Mixed Group.—At the hospital amusement hall ever 
l'riday afternoon we have a mixed group, and the program 
is very much the same as for the small group. However, 
the lectures are more inspirational than instructive, for every 
advantage must be taken of the larger numbers; the larger 
the numbers, the easier the group approach, and the greater 
is the response. This mixed group has been meeting for 
about four months and the attendance has grown from 140 
on the first day to as high as 400, the average being around 
275. Attendance is voluntary, but I am inclined to believe 
it would be better to assign patients for both groups. The 
more cheerful patients bring those who are listless and de 
pressed, and often these latter come of their own accord 
afterwards. 

The first few sessions of this large mixed group seemed 
hopeless from every standpoint, but now their group spirit 
compares favorably with that of any group outside the hos- 
pital. This is still more remarkable when one considers 
that these men and women represent many reces, creeds, 
social strata, and intelligence levels. The attendants are 
especially valuable here. One sits at the end of each row 
and does a great deal in a quiet way to keep things going 
briskly. The singing is really splendid, and the rendering 
of the Star-Spangled Banner at the close is quite stirring. 
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Personality of the Leader.—I am frequently asked what is 
required in the way of personality equipment in one conduct- 
ing therapeutic classes. The sine qua non is interest in the 
happiness of the patients. While it may be an advantage 
to know something about music, it is not necessary, for that 
part of the program can be handled by those trained for the 
purpose. One does not need to be clever. Simple sincerity, 
plus an unmistakable interest in the patients, is practically 
all one requires. 

Rationale of the Method.—The rationale of the method may 
be stated in several ways, but the main point always is that 
the patients be kept happy. 

l.azell seems to be solely concerned with selling a program 
of mental hygiene, for he makes much of the lecture material 
and ineludes in his elasses patients with but one diagnosis. 
Personally, I am not so interested in the lecture material. 
[ use mental-hygiene lectures, but have found that it makes 
little difference what the subject matter is so long as it is 
extroverting. Had I Lazell’s remarkable store of psychiatric 
lore, I might be more concerned with using that particular 
subject matter. My interest is an emotional one; I use the 
erowd psychology to bring their emotional interests into 
squad formations to discipline and direct them toward life. 
The aim is to extrovert all energies at the social level. The 
patient passes through a psychological revival meeting, where 
he is eonverted from introspection, phantasy, bitterness, 
shame, inferiority, ete., to extrospection, constructive plan- 
ning, cheerfulness, assurance, security, ete. Furthermore, he 
works out his recovery in class by means of the class’s varied 
activities. Since he worked up his psychosis in the group 
he can never be cured until he has worked out his recovery 
in a group—but now under direction. 

By the crowd have they been broken; 

3y the crowd shall they be healed. 
To state it in still another way, the therapeutic class moti- 
vates recovery by means of social emotions. When we come 
right down to it, few of the patient’s problems are individual 
or personal; they are social. He needs to see how to work 


them out in the group. His supervised success in the group 
releases him from the Bolshevik attitude which ended in a 
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psychosis. When we talk with a patient, we may tell him 
how to overcome his difficulties, but in the group treatment 
we actually see him through. It is the difference between 
learning French by mail and learning it in class. In class 
we can integrate mind, emotion, and motor activity to the 
actual needs of reality. The whole man learns. 

‘*But what do you do to him in the group that he is willing 
to codperate?’’ my friends ask. The answer is, ‘‘We make 
him happy.’”’ At least he is happy while he is in class. When 
a man is happy, he is in a state of mind in which his energy 
is free to flow outward. This part of the rationale one 
will not find prominently in the literature of those who have 
written on crowd psychology, nor is it stressed in texts on 
psychiatry—the happiness of the patient. There is some- 
thing about both science and scholarship which looks with 
suspicion upon anything that is really human or happy. Re- 
ligion is concerned with happiness, and if the texts on prac- 
tical religious methods are read and translated into the 
phraseology of psychiatry, they will be found helpful. 

LeBon, McDougall, Freud, Fisher Unwin, and Kraskovie, 
inter alia, have written eminently on the psychology of the 
crowd. From these authors I have selected a certain group 
of principles which I read over before each class. They 
should be borne in mind if one uses the group method. 


. In the crowd an individual gets a sense of invincible power. 

. One yields to what one would not yield to alone. 

. The sense of responsibility is lost, except to the ideals of the group. 

. Conscience is very largely lost (and what a poor guide it is!) 

. Self-consciousness is lost. 

3. One feels ashamed to show oneself to disadvantage. 

. Rivalry stimulates the individual toward improvement. 

. There is contagion in the crowd. 

. The individual sacrifices personal interest to the group; even the be- 
loved symptoms are temporarily dropped. 

. The individual loses his conscious personality and takes on that of 
the leader and the group. 

. As a group member he is more attentive, more accessible, in keener 
contact with life. 

. The group is impulsive. Thus it can be motivated easily. 

. The group member is credulous. He loses his critical faculty. He 
accepts what he will not accept alone. 

. In the group one’s feelings are simple, but exaggerated. 

. The group member thinks in images. 
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3. The group member respects kindness and the force of the group 
numbers. 

. Group members must have something in common, an emotional bias, 
to succeed as a group. (What a world psychotics have in common, 
especially their duress! ) 

18. The greater the crowd, the greater the acme of emotion. 
19, In the crowd there is a compulsion at work. 


Results——The best evidence of the success of the method 
is that improved and recovered patients frequently attribute 
their improvement or recovery to the classes and have both 
so stated to me and mentioned it publicly at the parole staff 
meetings. 

further testimony from patients as to the results of the 
group method may be of interest: 

‘‘For the first time I understood what was the matter 
with me.”’ 

‘*T now understand my difficulties and why they sent me 
to a state hospital.’’ 

‘*T don’t hate those damn’ locks and bars anything like as 
much as I did.’’ 

‘*T feel more like codperating now.”’’ 

‘‘Mor the first time since I have been here, I believe I 
can get well.’’ 

‘‘T became ashamed of my symptoms.’’ 

‘‘Now I have something to tell my relatives when they call. 
Kiven J ean understand that this is ‘treatment’.’’ 

‘* All my fears, and a sort of feeling of shame I had—that’s 
all gone now.”’ 

‘*T feel as I did once as a young woman when [I was con- 
verted. The world looks like heaven now.”’ 

‘*T really want to get well now.”’ 

‘*Since I have been coming to the classes, the voices do 
not bother me any more.’’ 

‘‘There used to be such a battle inside of me. That’s all 
gone now.’’ 

‘*Now I feel as though I could really talk it out with my 
doctor.’’ 

‘*T used to feel sort of choked up, smothered. Now I feel 
as though life flowed out of me just like a quiet river. And 
I’m happy for the first time in years.”’ 
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‘*You answered so many questions I have wanted to ask 
all my life.’’ The patient was unable to name a single ques- 
tion. The point was, she was happy and life was no longer 
a riddle. Unhappiness is the only serious riddle of life. 

“At last I am growing up!’’ (Aged sixty.) ‘‘I now see 
I have never been anything but a child.’’ 

Perhaps now I may be permitted to make some comments 
of my own about results. The patients are made happy; 
that is certain. They are made better hospital citizens. When 
relatives ask what is being done for a patient, I have some- 
thing to tell them. My own patients are generally more 
accessible after being at class for a few sessions. I have 
not had enough experience with the method to say with cer- 
tainty which groups are helped the most. No claim is made 
that the method per se shortens the time of cure, guarantees 
a cure, or that it is the method which should be adopted to 
the exclusion of others. The claim is made that the group 
method is a necessary part of every cure, that it does imsure 
more treatment to more patients, and that it makes patients 
more accessible for individual methods of treatment. So far 
as | know, there has been no conflict with other physicians. 
While a transference is often made to me, this does not in- 
terfere with the transference the patient makes to his or her 
own physician. One is a group, the other an individual trans 
ference. 

So far, I have not seen a case of too much class treatment. 
But in various places, over a number of years, I have seen 
several cases where a patient had had too much individual 
treatment. Such cases are few compared to the mass of 
therapeutically neglected psychotics, for very few have either 
the money or the interesting symptoms to engage too much 
attention. Every worker has seen over-treated patients, be- 
wildered by the introspection engendered by too much per- 
sonal attention. I repeat, so far I have not seen this result 
with the group method. The compulsion at work in a group 
is an extroverting one. 

Whoever conducts therapeutic classes has the promise of 
suecess and the human satisfaction of a very beautiful bond 
between himself and the patients he so treats. 

It must be quite evident that the very nature of the ex- 
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periment reported herein is such that it does not lend itself 
readily to scientific treatment. In this case we are dealing 
with so-called humanities, and our psychological conceptions 
of these are not sufficiently clear-cut nor is there sufficient 
unanimity of definition so that one may tabulate them as 
one would physically palpable entities. Several of my con- 
fréres have been good enough to suggest various scientific 
outlines to serve as pegs on which to hang my data. [ach 
one of these was considered and finally rejected, since each 
one gave more promise of misunderstanding and argument 
than of clear description. Therefore, I must ask my readers 
to overlook the glaring absence of scientific style in this 
paper. I must content myself with having presented what 
is vulgarly called a human document, in which is described 
a sincere attempt to bring help, emotional release, encourage- 
ment, enthusiasm, and a force motivating toward recovery 
to a fairly large number of that great group of ‘‘untouch- 
ables’’ known as the insane. 


RECOMMENDATIONS 

1. Every patient who is at all accessible should, on admis- 
sion to a mental hospital, be assigned to a therapeutic class 
where he will not only receive the benefits of group activities, 
but a course of instruction that will help him toward a reédu- 
cation. Even mute catatonics and those who are apparently 
inaccessible should be given a trial. Those who are entirely 
too inaccessible or too disturbed to be admitted to classes 
should receive the benefit of the class work as soon as their 
condition warrants it. 

2. Special classes should be formed to treat special groups, 
such as epilepties, deteriorated cases, and organic cases. It 
is quite surprising how much may be done even with those 
patients who have reached the vegetative stage. Simple music 
with a swinging rhythm helps wonderfully to move sand- 
paper blocks in the hands of these last. 

3. A weekly mass meeting should be held in mental hos- 
pitals for all who can possibly attend. These mass meetings 
should not only have music, singing, responsive readings, and 
inspirational addresses, but should make use of the entertain- 
ment talent among patients and the development of patient 
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choirs, orchestras, glee clubs, dramatics, ete. At these mass 
meetings, all patients paroled to go home should be exhibited. 

4. Instruction classes should be held to teach selected at- 
tendants games and other group activities which they can 
lead during the conduct of their duties on their respective 
wards. Many attendants would be glad to cooperate in this, 
and it would give them a new interest and enthusiasm for 
their work. It does not take great qualities of leadership 
to lead in a few songs, simple games, and other group 
activities. 

5. More use should be made of the principles of crowd 
psychology in occupational-therapy classes. [or example, 
there should be an occasional group song while the patients 
work. I recall an instance when the old ‘‘Stein Song’’—For 
It’s Always Fair Weather When Good Fellows Get To- 
gether—started many patients to work whom it had been 
impossible to interest by any other methods. 

6. Paroled patients should be given lectures and other group 
activities at stated intervals during the time of their parole. 
If these occasions are cheerful and strike a note of sociability 
and sunniness, such patients will codperate much better with 
the parole officer and will more readily bring their new prob 
lems to him. 

7. Similar mass therapeutics should be applied to out- 
patients where mental hospitals have an out-patient depart- 
ment. This would also apply to psychiatric clinics, which 
should have group meetings at stated intervals, with both 
instruction and other group activities. 

8. The relatives of patients in hospitals should be given 
lectures on visiting days. In these lectures, instruction should 
be given on the hospital routine, essential points of psychiatric 
treatment, the medico-legal aspects of mental disease, and 
thumb-nail sketches of the various psychoses. The author 
has made the experiment and with gratifying success. Rela- 
tives are more cooperative, and often find personal help for 
themselves. The writer hopes to offer to the literature some 
day a paper describing this experiment, entitled, The Group 
Treatment of Mental Patients’ Relatives. It would be very 
helpful if once a month a mass meeting could be held to which 
both patients and relatives were invited. 
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9, Psychiatry at large should consider the experiment of 
treating the public by the group method in order to break 
down the morbid conception of mental disease still held by 
the popular mind, and to obtain greater codperation from 
the public in the mental-hygiene program. The tuberculosis 
and cancer groups, and even the criminologists, have bap- 
tized their respective maladies, which were formerly regarded 
as shameful, with respectability. Hven the leper in many 
places is no longer consigned to a hideous isolation. 

10. Institutions for mental disease should be considered 
‘‘schools’’ rather than hospitals. The author’s experiment 
has demonstrated that mental patients can be instructed in 
croups and thus receive the reéducation that we have talked 
about as necessary. The use of the word ‘‘hospital’’ makes 
the patient aware of an invalidism that has not been proved 
in a medical sense. The writer urges, then, a change from 
the hospital state, with its hospital atmosphere and furniture, 
to the physical equipment of the school with its atmosphere 
and furniture. Of course, there will still be need for an 
infirmary ward. 

11. The psychiatrist should have broader training as an 
educator. This will involve training not only in psychiatry, 
but in psychology, sociology, and education, inter alia. He 
will need, also, actual experience in jail work, social-settle- 
ment work, and in the conduct of group activities of a project 
type. There will still be need of neurologists and other med- 
ical specialists, as in any other community. 

12. The mental patient should be regarded not as a patient, 
but as a student who has received a ‘‘condition’’ in the great 
subject of civilization, as most of us understand it, and psy- 
chiatry should thus approach him with an intent to reéducate, 
rather than with an intent to ‘‘treat’’. 

13. Psychiatry should consider the advisability of making 
its patient communities less homosexual and more hetero- 
sexual. It seems odd that the attitude from which so many 
of our patients suffer is one that our mental-hospital system 
unwittingly encourages. While there are exceptions, it does 
seem as if we could let men and women patients mingle with 
each other on stated occasions. 

14. An organization of ex-patients should be formed with 





348 MENTAL HYGIENE 


stated times of meeting in local groups and a national con- 
ference yearly. This would help to take the curse from their 
status as ex-patients by coming out into the open with the 
fact. After all, the public only reflects the attitude of the 
patient. In this connection, it would be helpful to have a 
small periodical published in the interest of ex-patients, con 
taining notices of patients who make outstanding successes 
and other inspirational and instructive material. It is be- 
lieved that such an organization and publication would help 
to prevent many readmissions. 

In other words, the author advocates approaching the whole 
problem of what we have called mental disease from the 
standpoint of the social sciences rather than from that of 
the medical sciences. Both are needed, whichever point of 
view is preéminent. But it seems to the present writer that 
the chief problems, both in the etiology and the treatment of 
mental disease, are social rather than medical. 


CONCLUSIONS 


1. The results of the group approach, according to the testi- 
mony of the patients and the observation of the writer, are, 
in general, the following: 


a. More patients receive psychiatric attention than is 
possible by the individual method. Thus many are 
helped who might not be helped otherwise. 

-atients receive the beginnings of a mental and emo- 
tional reéducation. 

Patients obtain varying degrees of emotional release. 

Many patients are motivated toward improvement and 
recovery. 

Patients work out their social difficulties in the class 
toward a successful issue. 

The emotional and mental streams are extroverted at 
the social level. 

Patients are made more accessible for the individual 
approach. 

Patients are made in every way better hospital citi- 
zens, and their morale is improved. 

The class hour for most of them is an hour of happi- 
ness. 
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2. It is too early to draw any conclusions as to relation of 
diagnosis to the success of the group treatment. 

3. While the functional cases are necessarily the most hope- 
ful ones for the group approach, many organic cases have 
been helped and their morale improved. 

4. The method fills the great need of providing a presenta- 
tion of reality which is more attractive and more potently 
motivating than the ideas and situations that motivate mental 
disease. 

>. There is a place for the group approach wherever there 
is a place for psychiatry. 

6. In order that the most may be made of the group ap- 
proach, it is recommended that communities of mental pa- 
tients be thought of as schools rather than as hospitals, that 
the psychiatrist be preéminently an educator, and that the 
victim of a psychosis be regarded rather as a student to be 
reéducated than as a patient. 


7. While the writer believes that the group approach is 
a necessary part of the treatment of mental disease, he urges 
it as an addition to what we already possess, and not as a 


substitute. Individual treatment will still be required in 


every case. 





HUNTINGTON’S CHOREA 


A SOCIOLOGICAL AND GENEALOGICAL STUDY OF 
A NEW FAMILY * 


CHARLES S. STONE, M.D. 
Assistant Visiting Physician, Cleveland City Hospital 


ga this paper an effort will be made to point out some of the 
salient features of Huntington’s chorea; to review briefly 
the literature on the subject; to report on four cases of this 
disease in a heretofore unreported family with a history of 
the disease extending through five generations, every member 
in this country for four generations being known and fol- 
lowed; and to consider the entire family from the standpoint 
of an interesting sociological and genealogical study. 

The disease in question is known as hereditary chorea, 
chronic dementia, degenerative chorea, chronic progressive 
chorea, and Huntington’s disease. Since ‘‘chorea’’ specifies 
only a part of the known picture, and it is desirable to retain 
the association of the man who first adequately described it, 
‘‘Huntington’s syndrome’’ would be a more comprehensive 
designation. 

Since Huntington’s syndrome is definitely hereditary, it 
should be classified in a biological formulation of hereditary 
diseases. Jelliffe’ refers to Bielschowsky’s classification as 
the most advanced available as a tentative grouping: 

I. Pure dysplasias. Malformations from organogenic disturbance. 
A. Malformations of pallidum: micropolygyria; pachygyria; 
agyria. 
B. Malformations of striatum: etat Marbé of Vogt-Marie. 
C. Malformations of caudal parts of central nervous system: 
micromyelia; syringomyelia (some forms). 
II. Dysplasias with blastomeric complications: tuberous sclerosis. 


* From the Department of Medicine of Western Reserve University Medical 
School at City Hospital. 

1‘*The Parts of the Central Nervous System Which Tend to Exhibit Morbid 
Recessive or Dominant Characters,’’ by S. E. Jelliffe, M.D., in Heredity in Nervous 
and Mental Disease. New York: Paul B. Hoeber, pp. 57-98, 1925. 
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III. Abiotrophies: 
A. Abiotrophies with blastomeric complications: pseudosclerosis 
and diffuse sclerosis. 
B. Abiotrophies with local total necrosis of the parenchyma. 

1. Necrosis of the putamen and globus pallidus. (Wilson’s 

disease and dystonia lenticularis.) 

2. Necrosis of the globus pallidus (Fall-Fisher). 

C. Abiotrophies with elective necrobiosis of ganglion cells. 

1. (a) Universal uniform cellular degenerations in all parts 
of the central nervous system, inclusive of the sen- 
sory receptors: amaurotic family idiocy, familial 
form (Tay-Sachs). 

(b) Universal cellular degenerations with particular 
involvement of definite organ regions: juvenile 
amaurotie idiocy (Vogt, H., Spielmeyer). 

2. Elective degeneration of cells of distinct organ regions. 

System disease in narrow sense. 

(a) Nucleus caudatus and nucleus lentiformis: Hunt- 
ington’s chorea. 

(b) Cellular systems: cerebellar heredoataxias in many 
modifications. 

(ec) Corticomotor systems: spastic spinal paralysis: 
amyotrophic lateral sclerosis: spinal muscular 
atrophies. 


It will be seen from this classification that Huntington’s 


syndrome falls in the abiotrophies with elective necrobiosis 
of ganglion cells, with particular involvement of the nucleus 
‘vaudatus and nucleus lentiformis. 

In 1872 George Huntington, whose father and grandfather 
had treated eases, called attention to families in southeastern 
New York, some of whose members were afflicted with a fam- 
ily disease known locally as ‘‘megrims’’ or ‘‘megrums’’.’ 
Because of the peculiar motor difficulties of the disease, they 
were commonly called ‘‘shakers’’. The disease was some- 
times referred to as ‘‘that disorder’’. Huntington again 
wrote on this subject in 1910.2 In 1848 in Deglinson’s Prac- 
tice of Medicine, a malady almost identical with that of 
Huntington’s was described. In 1850, See and Sanders 
described the condition under the name of ‘‘chronic progres- 
sive chorea’’. In 1863, Lyons published an article on ‘‘chronic 

1See ‘‘On Chorea’’, by George Huntington, M.D. Medical and Surgical Re- 
porter, Vol. 26, pp. 317-21, April 13, 1872. 

2‘*Recollections of Huntington’s Chorea as I Saw It at East Hampton, Long 


Island, During My Boyhood,’’ by George Huntington, M.D. Journal of Nervous 
and Mental Disease, Vol. 37, pp. 255-57, April, 1910. 
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hereditary chorea’’ in the American Medical Times, describ- 
ing the disease as it is known at the present time. There 
have been numerous references in the literature since Hunt- 
ington’s articles. Cornwall’ and Orton? have recently de- 
scribed the pathology. Dana* has discussed the hereditary 
phase of the disease. Jelliffe has alluded to the genealogical 
phase in his paper, The Parts of the Central Nervous System 
Which Tend to Exhibit Morbid Recessive or Dominant Char- 
acters.’ Davenport ® studied the four great family complexes 
of the New England coast states and Long Island, including 
441 female and 521 male choreics. ‘‘Practically all can be 
traced back to some half-dozen individuals, including three 
(probable) brothers who migrated to America in the 
seventeenth century.’’ 

Biologically, Huntington’s syndrome is a familial disease 
with a continuous heredity—i.e., from parent to child. It 
is probably not a unit character, since diseases rarely are, 
but rather a mixture of a number of characters. The ques 
tion as to whether or not it is a dominant or recessive 
characteristic remains to be determined. 

Both sexes are about equally affected, though there is 
probably a slightly greater prevalence among males. The 
onset is usually in middle life. The disease is rare in infancy 
and old age, uncommon in the second decade, and most 
common between thirty and forty. The family with which 
this study deals is unusual in that one case appeared at about 
seventy years of age and two cases below thirty years otf 
age. According to Heilbronner, in succeeding generations 
the disease has a tendency to appear later and later in life. 
In Dynan’s series, in the Government Hospital for the Insane 

1**Ts there Fundamental Similarity in the Pathological Processes Which Occur 
in the Different Parts of the Central Nervous System in the Various Hereditary 
and Familial Nervous and Mental Diseases?’’ by Leon H. Cornwall, M.D., in 
Heredity in Nervous and Mental Disease, pp. 104-22. 

2‘*The Pathology of the Hereditary and Familial Nervous and Mental Dis 
eases,’’ by S. T. Orton, M.D., in Heredity in Nervous and Mental Diseases, 
pp. 271-94. 

3‘**The Modern and Technical Study of Heredity,’’ by C. L. Dana, M.D., in 
Heredity in Nervous and Mental Disease, pp. 9-15. 

4 See note 1, p. 350. 

5‘*Huntington’s Chorea in Relation to Heredity and Eugenics,’’ by C. B 


Davenport, M.D. Proceedings of the National Academy of Sciences, n. s., Vol. 1, 
pp. 283-85. Baltimore, 1915. 
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at Washington, D.C., however, the reverse was true. The 
onset in children of choreics was at about five-eighths of the 
age of the parent. In this family the onset in the first gen- 
eration was at about seventy, in the second generation at 
about forty, and in the third generation at about twenty 
years of age. 

The syndrome is most prevalent in the white race. A few 
cases have been reported in Negroes, but they are unusual. 

Instances are recorded where one generation may be 
passed over, its members suffering from some other form 
of insanity, epilepsy, and so forth. But according to most 
statistics, if the members of one generation get through life 
without symptoms, the thread is broken and succeeding gen- 
erations are free. A few cases are reported in which no 
hereditary influence can be traced, but in such cases ancestors 
usually have shown definite neuropathic tendencies. 

In families of this syndrome, other mental or neurological 
conditions are common, such as epilepsy, encephalitis, hydro- 
cephalus, infantile convulsions, Sydenham’s chorea, tics, 
feeblemindedness, and so forth. There is no etiological rela- 
tionship with Sydenham’s chorea. Injuries, prolonged emo- 
tional states, and pregnancy seem to play a role as exciting 
causes. 

The onset is usually gradual. Mental symptoms appear 
first in many cases, and in some the incodrdination may be 
manifest early. Abnormal mental states, clumsiness, or 
muscular twitchings may appear years before the grossly 
irregular movements are obvious. Since many of the cases 
are alcoholics, they are frequently accused of drunkenness 
before the gravity of the situation is realized. 

The outspoken phenomena are those of sudden tonic and 
clonic movements of flexion and extension of the extremities 
and trunk. The irregular movements occur at the rate of 
about 80 per minute. The movements of the facial muscles 


give rise to grimaces and unusual gestures and poses—puck- 
ering of the lips, sudden protrusion of the tongue, dilating 
of the nostrils, rapid opening and closing of the eyes, and 
so forth. The speech may be hesitating and again irregularly 
explosive, difficult to understand, and finally impossible. 
Coughing, grunting, and clicking sounds may be made during 
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respiration. The gait is rocking, jerky, skipping, reeling, 
and irregular, and locomotion may become impossible. Rom 
berg’s sign may be present. The face becomes expression 
less, and the patient may appear drowsy, with ptosis of the 
lids. Sensations may be abnormal. The hearing is often 
impaired. Sight may be poor. Taste and smell are sometimes 
affected. Touch may show some variation from normal. 
Muscle strength is not impaired early, but later becomes 
obviously so. Hunger is extreme at first and is not to be 
wondered at when the amount of energy expended in these 
choreic movements is considered. Patients have difficulty 
in feeding themselves. Deglutition becomes difficult and 
finally impossible, inanition becomes extreme, and the patient 
may apparently die from that alone as the immediate cause. 

The reflexes are usually normal in the beginning, but later 
they become exaggerated. The extremities occasionally 
become so rigid that the reflexes cannot be elicited. Patho. 
logical reflexes are unusual. The pupils react and the fundi 
are normal. The spinal fluid and blood show no changes. 

The mental state varies widely in different patients. Fits 
of anger, with an uncontrollable temper, and absent-minded 
ness, may be the earliest phenomena. Later, judgment, per- 
ception, attention, and memory show progressive weakening. 
Depression is more common than euphoria. Delusions of 
persecugion are more frequent than delusions of grandeur. 
Later in the disease disorientation may be marked or com- 
plete. Attempts at suicide are not infrequent. Rarely the 
mental state may appear normal. 

Various types are recognized and different families show 
the various symptoms to greater or less degree. Individual 
cases May vary widely in the same family strain. When the 
characteristic features are present, the diagnosis is not dif 
ficult—z.e., (1) the sudden, purposeless choreiform move- 
ments; (2) the gradual progression of symptoms; (3) the 
mental changes; (4) the onset in late or middle life; and 
(5) most characteristic of all, the hereditary trait. 

In the differential diagnosis, Sydenham’s chorea, senile 
or arteriosclerotic degenerative chorea, Oppenheim’s chronic 
intermittent chorea, post-hemiplegic chorea, chorea in en- 
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cephalitis, chorea in toxic states, habit spasms or tics, hys- 
terical chorea, and paresis with choreic manifestations must 
at times be considered. 

It is to be regretted that no new observations in pathology 
ean be offered at the present time. On this point the work 
of Cornwall,’ Orton,° and others will be followed. Changes 
described are ganglionic, neurogliar, vascular, and meningeal. 
Predominantly, the small cells of the putamen and nucleus 
caudatus show fibrous gliosis and active intense scar forma- 
tion, with large astrocytes and coarse fibers. Perivascular 
infiltration with hyalin and fatty changes have been noted. 
The ganglion cells are vacuolated and laden with fat. 

The cortex is consistently involved. However, there is a 
tendency to avoid the occipital and temporal poles. The 
precentral, postcentral, and frontal zones show the most 
marked changes. In these regions there is a tendency for 
certain lamine to be affected. The external granular layer 
(Lam. II), the pyramidal layer (Lam. III), and the internal 
eranular portion of the stellate layer (Lam. IV), show the 
most marked changes. The ganglionic layer (Lam. V), is 
less affected—e.g., the Betz cells of the motor cortex. There 
are, however, occasional cases where even these cells are 
severely affected. Vascular changes are noted in the cortex 
as well, and occasionally in the cord. Other cord changes 
consist of shrinking of the cells of the anterior horns. 

The meningeal changes are chiefly productive in nature, 
with edema of the leptomeninges and hemorrhagic pachy- 
meningitis. Internal hydrocephalus and thickening of the 
ependyma of the lateral ventricles has been noted. 

Various associated pathological changes have been found 
in other organs. The thyroid usually shows calcium deposits, 
interstitial fibrosis, and reduction in colloid. The pituitary 
gland is usually atrophied. The adrenals frequently show 
adenomatous changes in the cortex. The testes are singularly 


free from connective tissue changes. 
The pathogenesis of the brain changes is undetermined. 
Microscopically, the findings suggest chronic inflammatory 


1See note 1, page 352. 
2 See note 2, page 352. 
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changes. However, the capacity of by-products of brain 
degeneration to stimulate connective tissue overgrowth in the 
absence of other inflammatory agents is unknown. 


CASE REPORTS 1 

Case 1.—K. B. 

History: The patient was a laborer, seventy-five years of age, who 
came to the United States from Poland in 1888, at about the age of 
fifty years, accompanied by three of his children. Various members of 
the family have stated that he choked his wife to death during one of his 
fits of rage. Very little history is obtainable except for a short period 
before his admission to the Cleveland State Hospital in 1910. He was 
repeatedly picked up on the street by the police. He would leave home 
only partially clothed. He refused to eat at home and preferred to beg 
on the streets. He was admitted to the state hospital on March 23, 1910. 

Physical examination: He was a fairly well developed and nourished 
man. The tongue was coated, fissured, and tremulous. The pupils were 
Argyll-Robertson in type. The lungs were negative. The heart was 
slightly increased in size to the left. The pulse was 68, poor volume 
and irregular. The arteries were slightly sclerosed. The abdomen was 
negative. There were scratch marks on the body indicative of vaga- 
bond’s disease. Neurological examination showed diminished reflexes, 
bent attitude, marked ataxia, steppage gait, and poor coordination, 
and there were generalized incodrdinated movements of all muscle groups. 
The patient’s articulation was so poor that it was difficult to understand 
him. He showed marked dementia and was unable to comprehend 
questions. There was loss of memory, attention, and ideation. 

Course: The progress of the disease was gradually downward. The 
patient became unable to feed himself and was very untidy. From June, 
1911, the physical decline was rapidly progressive until death on July 18, 
1911, sixteen months after admission. 


Case 2.—S. B. 

History: A Polish laborer, about forty-five years of age. He was 
admitted to the Cleveland City Hospital, March 24, 1913, with the com- 
plaint that he was ‘‘unable to work’’ because of ‘‘nervousness’’. He 
stated that his father (Case 1) and grandfather had had the same 
trouble. ‘The present illness had begun seven years before admission. 
The onset was gradual, with involuntary twitching which was noticed 
in all extremities at the same time. In 1911 his family noticed that he 
was extremely ‘‘nervous’’ and that he would frequently fall and drop 
objects. Since he drank heavily, they thought that he was drunk. He 
was no longer able to hold a job and in 1912 at Lakesice Hospital a 
diagnosis of ‘‘chorea’’ was made. His condition grew worse until he 
was probated and admitted to the Cleveland City Hospital, in March, 


1I wish to express my extreme indebtedness to Miss Wagner of the Social 
Service Department of Cleveland City Hospital for her valuable assistance, with- 
out which many features of this report would have been impossible. I am also 
indebted to the authorities of the various hospitals and social agencies for their 
permission to review their records. 
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1913. In 1908 he began showing fits of anger and frequently abused 
his children and threatened to kill his wife. At the time of admission 
he offered the information that he ‘‘was not as intelligent’’ as he had 
been. On account of his mental condition, a detailed history was 
unobtainable. His past history was negative except for smallpox. 

Physical examination: The patient was well developed and fairly 
well nourished. The skin and sclera appeared anemic. The pupils 
reacted to light and accommodation. No nystagmus was present; fundi 
were normal. The lungs were normal, the heart of normal size, rate, 
and rhythm. The abdomen was negative. The neurological examination 
showed that superficial and deep reflexes were present. There were no 
pathological reflexes and no sensory disturbances noted. In the erect 
position, the patient assumed a peculiar attitude. He stood on a wide 
base with the elbow and wrist joints semiflexed and with a definite 
kyphosis, the greatest convexity at the sixth dorsal vertebra. The 
scapule were winged, the clavicles and ligamentum nuche prominent. 
There were marked incodrdinated movements of isolated muscles and 
muscle groups. Both upper and lower extremities showed incodrdinated 
wide-range movements. The muscles of the face, jaw, lips, tongue, neck, 
and even the abdominal muscles showed these purposeless movements. 
The respiration was irregular and jerky both in the inspiratory and 
expiratory phase, giving the impression of sniffing and coughing. There 
was no fibrillary twitching of the muscles. Extreme voluntary effort 
seemed to control the movements to some degree, but the incodrdination 
was quite marked in the hands when an effort was made to grasp objects. 
There was no evident loss of muscle strength, and no definite atrophy 
except probably the muscles attached to the inferior angle of the 
scapule. Mentally the patient was dull, disoriented as to place, unable 
to multiply simple figures, and did not know the nume of the President 
of the United States. He had many delusions. The blood Wassermann 
was negative. No other laboratory work was recorded. 

Course: After about two months in the Cleveland City Hospital, he 
was transferred to the state hospital, on June 2, 1913. After six months, 
there was little change except that he fell more frequently. His appetite 
was good and he slept well. In January, 1915, he began to fail physically. 
By September 7, 1915, he was having great difficulty in taking food. He 


developed ulcers on the shoulders as a result of his involuntary move- 


ments while lying on the floor. He became very weak and unable to 
swallow food or water, and died September 29, 1915. 


Case 3.—M. N. 

History: This woman, thirty-one years old, is the oldest daughter 
of Case 2, born in the United States. She began taking treatment for 
‘nervousness’? in 1919, at the age of twenty-four after the birth of 
her third child. She was an excessive coffee drinker, consuming on an 
average twelve cups a day, and her nervousness was thought to be due 
to that habit. Between 1919 and 1923 she gave birth to two more 
children. The nervousness had increased until she was no longer able to 
care for her home. She was first examined at the St. Alexis Hospital 
Out-Patient Department in July, 1924. 


Physical examination: She was a fairly well developed, but poorly 
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nourished woman. The examination of the eyes was negative. There was 
a slight deviation of the nasal septum. The mucous membranes appeared 
anemic, the teeth were carious, the tonsils enlarged. There was no 
tremor of the tongue. The neck was negative. The chest was poorly 
developed, and the left breast was larger than the right. The heart, 
lungs, abdomen, and extremities were negative. The reflexes were active, 
with no pathological reflexes present. The patient’s mental responses 
were poor. She was very ‘‘nervous’’ and there were purposeless move- 
ments of all muscle groups, but most marked in the arms and face. A 
diagnosis of ‘‘chorea’’ was made. 

Course: The patient’s general condition became worse and she was 
admitted to St. Alexis Hospital July 1, 1926, for observation and tonsil- 
lectomy. At this time a small adenoma of the thyroid was noticed. A 
basal metabolic rate was +53, but the patient’s ‘‘codperation was poor’’. 
She was given Lugol’s solution, beginning August 8, 1926, following 
which there was a note of ‘‘slight improvement’’. <A local tonsillectomy 
was done, August 29, 1926, with questionable improvement in the 
muscular twitching. At this time the family history became known. 
She was seen by Dr. C. W. Stone, who advised that she be probated and 
sent to the state hospital. While in St. Alexis Hospital she had a slight 
fever at times for several weeks. The urine and the blood Wassermann 
were negative. She was discharged from St. Alexis Hospital on October 
5, 1926, and admitted to the state hospital on January 28, 1928. When 
last visited on March 24, 1928, her general condition was poor. The 
choreiform movements were very marked. She was able to walk, but with 
considerable difficulty. She responded to questioning poorly. Her 
appetite was good, although she was poorly nourished. Her progress 
thus far has been slowly downward. 


It was the study of the following patient that prompted the 
investigation of this family. 


Case 4.—S. J. 

History: This patient, a female twenty-nine years of age, is the 
fourth child of Case 2 and the sister of Case 3. She was admitted to 
the Cleveland City Hospital on March 27, 1926, with the complaint of 
‘*nervousness’’, which at the time was said to have been of six months 
duration. Further investigation proved the illness to have been of much 
longer duration. 

During her impressionable years, her home conditions were deplorable. 
The father was abusive and irritable. The patient was left to care for 
the younger children, a responsibility which she could not meet. More- 
over, she was not physically strong and unequal to the work required of 
her. She attended parochial school, but was retarded. At the age of 
thirteen the priest stated that she ‘‘was dull and stubborn and showed 
signs of her father’s inheritance’’. She was never delinquent and 
caused no trouble. 

She was married at the age of eighteen to a man many years her senior 
and a habitual aleoholic. In 1918 she had one child which died at the 
age of seven months. 

Shortly after marriage she became ‘‘nervous’’ and this nervousness 
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became very marked after the birth of the child. She was examined at 
Lakeside Hospital Dispensary in 1923 and a tentative diagnosis of Hunt- 
ington’s chorea was made at that time. She came to Cleveland City 
Hospital on March 27, 1926. 

There was no history of rheumatic fever or previous attacks of chorea. 
She had had influenza in 1918 and been ill two weeks. There had been 
no other illnesses. She used no alcohol or drugs. 

Physical examination: The patient was undernourished and somewhat 
underveloped. The eyes were normal and the pupils reacted to light and 
accommodation. The fundi were normal. Hearing also was normal. 
The teeth were in poor condition, the tonsils small. The chest was flat 
and the breasts were underdeveloped. Respiration was jerky. The lungs 
were normal, the heart of normal size, rate, and rhythm. The blood 
pressure was 118/68. The abdomen was negative. The reflexes were all 
present and active, but difficult to evaluate because of the involuntary 
movements. There were no pathological reflexes. There were marked 
choreiform movements of all muscle groups, most marked in the extremi- 
ties, but also involving the face, abdominal muscles, and muscles of 
respiration. The tongue showed no tremor. These movements could be 
reduced slightly by voluntary effort, but could not be abolished. Excite- 
ment aggravated the movements. There was slight reduction of muscle 
strength. The speech was difficult to understand. It was irregularly 
explosive, hesitating, and stammering. The gait was unsteady, wob- 
bling, jerky, and skipping. 

Aside from slight emotional instability and retarded response to ques- 
tioning, the patient’s mental condition was fairly normal, considering 
her social standing. At times she was sullen, again she would cry for 
several hours, and sometimes she would laugh for no apparent reason. 

The urine was essentially negative. White blood count was 6,200; 
hemoglobin 95 per cent; blood Wassermann, negative. 

Course: During the first part of her hospital course, she ran a low- 
grade fever, the cause of which could not be determined. Sydenham’s 
chorea or some form of toxic chorea was first considered as the diagnosis. 
With no change in her condition the family history was investigated 
and the diagnosis of Huntington’s chorea established. 

There was no improvement during her six months in the hospital. Her 
mental condition became worse. She was more sullen, cried a great 
deal, and wanted to go home. 

She was able to feed herself, but with considerable difficulty and fre- 
quently let dishes fall. Her appetite was good. She slept fairly well 
and during sleep the choreiform movements were abolished. She was 
discharged September 23, 1926. For a time she stayed with her family 
and later returned to her husband, but was unable to care for the home. 
She wandered about the streets, frequently only partially clothed. Her 
husband was drunk and abusive most of the time, but to her family 
she always insisted that he was not. She was probated and returned 
to the Psychopathic Department of Cleveland City Hospital on March 6, 
1928. The husband said that she had had both auditory and visual 
hallucinations at times. Otherwise her condition had changed very little. 
She was transferred to Warrensville Infirmary, where she died January 
9, 1929. 
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RESUME OF FAMILY 


A brief résumé of the family as a whole may be of interest. 
It reveals other nervous, mental, and physical traits aside 
from Huntington’s syndrome. Reference will be made by 
generations and members will be designated by numbers 
corresponding to those on the following chart. 








MALE 


L 
FEMALE OC 














First generation: This case was taken from the family 
history. The patient was said to have died in Poland of 
Huntington’s syndrome. This was not verified. 

Second generation: This was a case of Huntington’s syn- 
drome, Case 1 of this report. No further history of members 
of this generation was obtainable. 

Third generation: 1. A Polish woman of low standards 
and low mentality. Although she has been in this country 
twenty years, she speaks very little English. Before prohibi- 
tion she drank heavily and neglected her family. She is 
easily excited to extreme anger and becomes hysterical on 
the slightest provocation. 

2. A ease of Huntington’s syndrome, Case 2 of this report. 

3. A low type of laborer. No other history obtainable. 

4. A gaunt, stupid woman whose unattractive appearance 
is intensified by pockmarks. She neither speaks nor under 
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stands English and through an interpreter was able to give 
very little information and that unwillingly. There were no 
children in this family. 

5. An aleoholic, mentally dull, and primitive in her reac- 
tions. She had ten pregnancies, only four of which terminated 
suecessfully. 

6. An habitual alcoholic, a low type of laborer, who died 
of ‘‘nephritis’’. 

Fourth generation: 1. In all respects normal, representing 
the only favorable heritage so far added to this family. 

2. A case of Huntington’s syndrome, Case 3 of this series. 
. Twenty-nine years of age and shows no abnormal 
physical or mental changes. 

4. A case of Huntington’s syndrome, Case 4 of this report. 

). An habitual alcoholic of low mentality. 

». Died at the age of eighteen months, cause unknown. 

7. Twenty-four years of age and apparently normal. She 
is married and has one child. 


9 
vo 


8. In all respects apparently normal. 

9. Is twenty-two years old, and has always been a behavior 
problem. At the age of fifteen he had reached only the fourth 
gerade in school. At the age of nine he developed chorea. 
After one year, he was admitted to Mt. Sinai Hospital, where 
Sydenham’s chorea was diagnosed. The cardiac examination 
was negative. Tonsillectomy was done, and his chorea 
improved. He has been in juvenile court repeatedly for 
stealing and other minor offenses. At the age of fifteen he 
was sent to the Bureau of Juvenile Research. He was 
diagnosed as inferior normal mentally, and functionally a 
constitutional psychopath. While there, he was troublesome, 
fighting and mixing in homosexual affairs, and so forth. He 
was always blaming his trouble on some one else. He has had 
no recent commitments. 

10. Eighteen years old. At the age of twelve she developed 
museular twitchings, apparently Svdenham’s chorea, which 
lasted two years. At this time she began showing delinquent 
tendencies and at the age of fourteen she was committed to 
the Bureau of Juvenile Research because she had been drink- 
ing and was grossly immoral. At this time she showed slight 
enlargement of the heart with mitral insufficiency. There 
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was slight thyroid enlargement. The tonsils were hyper- 
trophied. The blood Wassermann was negative. A mental 
diagnosis of border-line mental deficiency and slight insta- 
bility was made, and she was recommended to an institution 
for mental defectives. When visited recently, she gave a 
definite history of shortness of breath on exertion. She was 
preparing for her wedding in the near future. 

11. Died at the age of seven months, cause unknown. 

12. Died of ‘‘flu’’ at the age of seventeen. 

13, 14, and 15. These individuals, aged, respectively, nine- 
teen, fourteen, and eleven, are all apparently normal. 

Fifth generation: 1. Sixteen years of age. Aside from 
retarded mental development, ascribed to irregular schooling, 
there is nothing unusual about him. 

2. Fourteen years old. He has a diffusely enlarged thyroid. 
A tonsillectomy was done in 1926 for enlarged tonsils. His 
mental condition is normal. 

3. Twelve years old, and is normal except for enlarged 
tonsils. 

4. Kight years old. Has a slight diffuse thyroid enlarge- 
ment, flat chest, and is poorly developed. 

5. Five years old. Has enlarged tonsils, but is otherwise 
normal. 

6. Died at the age of seven months, apparently from 
neglect. 

7. Three years old and normal in all respects. 

The economic problem presented by this family should be 
of interest to the community and the state. Hospital care 
for ten members of the family to date represents an actual 
cost of $1,850. Twenty members of the family have been 
treated at six dispensaries; if we assume an average of at 
least four visits each, eighty dispensary visits have been 
made. It is impossible to estimate this cost. 

One family was supported fully by the Associated Charities 
for two years and partially for two years more, a most con- 
servative estimate of the cost being $500. Four other families 
have been given assistance over short and long periods. 

There have been six court hearings, with a result that 
children were held at the Detention Home and the Convent 
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of the Good Shepherd and studied at the Bureau of Juvenile 
Research. 

The actual cost of this family cannot be estimated accu- 
rately, but it has obviously been large. There is every reason 
for believing that the end of expenditures has not been 
reached. 

Treatment: In this syndrome no therapy is of prime impor- 
tance other than institutional care as needed. There is no 
doubt that the facts here presented would be considered by 
many as positive evidence in favor of legalization of birth 
control and sterilization of mental defectives. 





THE NECESSITY FOR CENTRAL REGIS- 
TRATION OF MENTAL DEFECTIVES * 


NEIL A. DAYTON, M.D. 
Director of Research, Massachusetts State Department of Mental Diseases 


HE radical changes that occur in the social and economic 

habits of a country have a way of drawing attention to 
those who apparently lag behind in effecting an adjustment 
to the new conditions. These laggards may be the pessimistic 
economists, the aristocratic sociologists, or, in the intellectual 
field, the mental deficients. Changing mores demand elasticity 
of adjustment which, unfortunately, is lacking in those of 
limited mental endowment. The transition from an agri- 
cultural to an industrial age, with its attendant nation-wide 
urbanization, has made increasingly difficult the adjustment 
of large numbers of mental defectives who were successful 


in an environment that made less exacting demands. The 
necessity for immediate mental response to given situations 
and for motor codrdinations of a high grade, the glorification 
of competition, and, finally, the removal of many protective 
factors, have brought into relief the limited capacities of our 
mental defectives. The result has been the ‘‘disecovery”’ of 


99 


thousands of ‘‘new’’ mental defectives. 

Whatever the cause, this apparent mushroom growth of 
mental defect as a nation-wide problem renders imperative 
an immediate and comprehensive program for the social con- 
trol of the mentally deficient. During the past few years, 
we have seen an unfortunate and misguided effort to mini- 
mize the seriousness of the problem of mental deficiency. It 
is a very human failing to like to hear pleasant things. Con- 
sequently, optimistic, but basically inaccurate expressions 
have found appreciative listeners, and, unhappily, have fur- 
ther handicapped those struggling for the cause. Legislators 

* Originally prepared for the White House Conference on Child Health and 
Protection. Published separately by special permission. The writer was aided 
in the preparation of this paper by Helen H. Dolan, 8.B., Chief Research Worker, 


Department of Mental Diseases. 
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have a way of forgetting facts and remembering optimistic 
predictions. If we want opinions as to the real importance 
of mental deficiency as a country-wide problem, we must 
turn to those who have actual contact with mental deficients- 
to the educators who are overwhelmed by thousands of back 
vard children urgently needing special-class care; to the in- 
stitutional executives who have thousands on their waiting 
lists, and who daily hear heart-rending tales to which they 
must turn a deaf ear; to the social workers in all fields who 
see the tragic results of inadequate or improper programs 
for the care of the mentally deficient; to the geneticists who 
know well the danger in the present tendency to belittle the 
significance of inheritance; to the state governments, which 
are spending millions on institutional provision for untrained 
mental defectives. These informed individuals will not paint 
a pleasing picture of mental deficiency, as their knowledge 
of the facets would not allow them to do so. The discovery 
of large numbers of ‘‘good’’ detectives may distract us if we 
are not on our guard. However, their presence in no way 
lessens the urgent need of an adequate social program to 
care for those less fortunate in characteristics or training. 
The fact that mental deficiency runs through our entire popu- 
lation, and that many of these mental defectives succeed, is 
interesting, but should not cause us to lessen our efforts to 
provide intelligently for those who do not sueceed. The 
fact that we have larger numbers of mental defectives in 
our midst than we anticipated, and that some of them are 
of the better type, does not lessen the urgency for control 
of the unsuccessful or unadjusted types. 

We are principally concerned with the problem of outlining 
a plan for the recognition of these individuals. However, 
in attempting to plan this program, we find ourselves handi- 
capped by lack of information on certain classes. Shall we 
base our program on statistics derived from our state-school 
populations, or shall we study the entire body of the mentally 
deficient within the borders of each state? There is a neces- 
sity for an upward revision in the numbers of mental de- 
fectives in our midst. Our newer information suggests that 
we accept 5 per cent as the figure representing the actual 
amount of mental defect in the general population. If we 
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accept this percentage as fairly accurate, it is obvious that 
under the most extensive institutional program, only about 
2 per cent of the total number of mental defectives are be- 
ing cared for. If we base our program on a study of mental 
defectives in state schools only, we overlook the remaining 
98 per cent which constitute the bulk of the problem. A top- 
heavy concentration on any particular class inevitably works 
to the detriment of the remaining groups, and deprives them 
of the care and consideration that should be theirs in any 
equitable distribution of state aid, either financial or social. 

The mental deficients in the community are far too numer- 
ous to be overlooked. In our public schools there is a constant 
parade of children who are unable to compete or to survive 
under the rigid present-day school grade curriculum. Thou- 
sands of these children are cared for in special classes in 
the public schools. Many of them will require care or su- 
pervision later in life. Even in individuals beyond school 
age the problem is no less serious. Throughout the entire 
life ‘span of the individual, we find that mental defect may 
be linked with various social problems and interfere markedly 
with adjustment. 

We are faced with the problem of assembling adequate 
information, both numerical and descriptive, on all of our 
mental defectives, and from this material perfecting plans 
for the care of the entire number. At present we have only 
limited statistics, based on the 2 per cent of mental defectives 
within institutions. How are we to locate, describe, and study 
the 98 per cent scattered throughout the community? If we 
have a condition in mental deficiency that affects 5 per cent 
of our population, one that is inextricably interwoven with 
other difficult social problems, then some effort should be 
made not only to determine the actual numbers, but to devise 
an adequate qualitative index of the problem as well. 

There is need for a complete record of every mental de- 
fective within the state. By means of these records, definite 
historical and descriptive data on the particular case in ques- 
tion would be made available for social agencies, school 
authorities, courts, psychiatrists, and other accredited indi- 
viduals or organizations. An enormous service would be 
rendered in supplying data on individual cases whenever so- 
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cial difficulties or abnormal conduct on the part of any one 
of these individuals arose. In addition, the analysis 
of this material would make possible an adequate and intelli- 
gent state-wide program based on educational, community, 
or institutional provision for all of the varying clinical, patho- 
logical, and social types of intelligence defect. 

It seems fairly obvious that at the present time we have 
no adequate means for assembling information about all of 
our mental deficients. We need to devise some thorough- 
going method of collecting this invaluable information. Be- 
fore going into the details of a plan for effecting this end, 
it might be well to see what attempts have been made by 
the various state governments in the way of assembling data 
on mental defectives within their borders. We find that for 
various reasons no complete state-wide censuses have been 
attempted. We must fall back on a second alternative, that 
of the annual collection of data on new cases of mental defect 
that come to the attention of the authorities. 

It is the purpose of this paper (1) to discuss the present 
status of central registration of mental defectives throughout 
the United States, and (2) to outline a practical working 
method for the establishment of a central registry which 
will give complete and accurate information on all the mental 
defectives within the individual states. 

In the effort to determine the present status of central 
registration, letters were sent to the various state boards 
and departments of mental hygiene, of mental diseases, of 
public welfare, and of institutions; to state school and hospital 
superintendents; and to psychiatrists and psychologists resi- 
dent in each state of the Union. These letters requested 
definite information regarding the establishment of a central 
agency for the registration of mental defectives. Opinions 
were also solicited as to the advisability of establishing such 
a registry and as to the best methods of collecting and making 
available recorded information about known mental defec- 
tives. A total of 201 questionnaires were sent out, of which 
121 were returned. These replies covered every state in the 
Union. 

Table I shows us that on January 1, 1930, seven states 
had a central registration established. The date of estab- 
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TABLE I. CENTRAL REGISTRATION OF MENTAL DEFECTIVES, NUMBERS REGISTERED 
AND RATES PER 100,000 or PoPpULATION, 1930, BY STATES 


Rates per 
Date Numbers State 100,000 of 
States established registered populationt population 


Massachusetts ........ 1922 28,754 3,852,356 747 
EEL oi ae oes wcmsios 1925 13,863 2,722,000 509 
New Hampshire ....... 1925 1,030 456,000 225 
INOW SOUGOT 6. 6 4. 0 ec disci 1918 10,081 3,821,000 263 
North Carolina........ 1921 2,040 2,988,000 68 
PemnsyIvanis ... 2. «2.00 1921 11,366* 9,854,000 115 
South Dakota . .....-.<: 1921 3,144 704,000 446 


* There is some reduplication in this total in as much as a certain number of 
those on the waiting list have also been registered at out-patient clinics. 
t United States Census, 1920. 


lishment varied from 1918 in New Jersey to 1925 in Minnesota 
and New Hampshire. The numbers registered varied from 
1,030 in New Hampshire to 28,754 in Massachusetts. The 
totals show over 70,000 registered mental defectives in the 
United States, the names of these being made available 
through central departments which maintain and disseminate 
such information. Table I shows also the rates per 100,000 
of the population for the individual states that have central 
registration. North Carolina shows the lowest rate, with 
only 68 eases registered in each 100,000 of the population, 
while Massachusetts shows the highest rate, having approxi 
mately 747 mental defectives registered in each 100,000 of 
the state population. The high rate for Massachusetts is 
probably due to the great variety of sources from which it 
derives its knowledge of mental defectives in the community, 
and to the traveling-school-clinie system which, having been 
in operation since 1915, has materially added to this state’s 
awareness of mental defectives. 

Table II (page 369) outlines the methods of assembling 
information in states that have central registration. Massa 
chusetts is the only state that receives information from 
traveling psychiatric school clinics. Massachusetts, New 
Jersey, and Pennsylvania receive reports from out-patient 
clinics of the various mental hospitals, state schools, and 
other clinics. Massachusetts, New Jersey, New Hampshire, 
North Carolina, and Pennsylvania include in their registry 
the resident populations and waiting lists of all state schools 
for the mentally deficient. Massachusetts also includes pa- 
tients admitted to mental hospitals diagnosed as mentally 
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deficient, with or without psychosis. Minnesota, New Jersey, 
North Carolina, and Pennsylvania record all mental defee- 
tives admitted to correctional institutions. Minnesota, New 
Hampshire, and New Jersey make use of reports from re- 
tarded classes in the public schools. South Dakota gives the 
public schools as a source of information through which cases 
of mental deficiency are reported, but does not specify as 
to whether these cases are special-class pupils or not. The 
New Hampshire Board of Health registers all cases reported 


TABLE II. SouRCES OF INFORMATION USED BY THE SEVEN STATES THAT HAVE 
CENTRAL REGISTRATION, 1930. 


Source of information States making use of source 


Public schools: 
Traveling school clinics Massachusetts 
Retarded classes Minnesota, New Hampshire, New Jersey 
Unspecified .... South Dakota 


Admissions to schools for mental 
fectives.... Massachusetts, New Hampshire, New 
Jersey, N. Carolina, Pennsylvania 
Waiting lists to schools for mental de- 


ENE ak Streeter ene eaaennian Massachusetts, New Hampshire, New 
Jersey, N. Carolina, Pennsylvania 


Admissions to mental hospitals Massachusetts 


Out-patient clinics: 
At MORTAL BOSDIERIS. ...6.0 6 ic icccciccas Massachusetts 
Pt Re NE io6 sees ews eaee enews Massachusetts 
Other mental CHRIS. .... 6c cc cc ceescces Massachusetts, New Jersey, Penn 
sylvania 
Child-guidance clinics Massachusetts, Minnesota 
Habit elinies Massachusetts 


\dmissions to correctional institutions... Minnesota, New Jersey, N. Carolina, 
Pennsylvania 

Social agencies .... Massachusetts, Minnesota, N. Carolina, 
S. Dakota 

Juvenile courts Minnesota, N. Carolina 

Psychiatric examination of prisoners... Massachusetts, Minnesota 


Unspecified .... New Hampshire 


The number of sources used by each of these seven states 
was, therefore, as follows: 


Massachusetts .... 
Minnesota . . 
New Hampshire 
New Jersey 

North Carolina 
Pennsylvania 

South Dakota. . 
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to them from all sources combined, not giving in detail the 
method of collection. Reports are received from psychiatric 
examinations of prisoners in two states, Massachusetts and 
Minnesota; from the juvenile courts in Minnesota and Nort) 
Carolina; and from various social agencies in four states- 
Massachusetts, Minnesota, North Carolina, and South Dakota. 
The child-guidance clinics are sources of information in 
Massachusetts and Minnesota, while Massachusetts, in addi 
tion, has cases of mental deficiency reported from the habit 
clinics throughout the state. 

In this table we see marked differences in the method of 
assembling data, and the fact becomes obvious that not all 
sources of information are being used by any one state. 
Massachusetts has a total of eleven different channels through 
which reports on cases of mental deficiency are sent to the 
central department; Minnesota has six different sources; New 
Jersey and North Carolina five each; New Hampshire and 
Pennsylvania four each; while South Dakota has but two 
sources of information on mental defectives. It is evident 
that only 14 per cent of the states are maintaining a central 
registry, and, with one or two exceptions, the states main 
taining such a registry have not approached the problem of 
central collection of data in any comprehensive way. 

An opinion was requested of every one addressed as to 
the best method of ascertaining the number of mental defec 
tives in the community. Thirty-three replies stated that the 
number could best be obtained through the examination of 
school children; 18 advocated investigations by some central 
state agency; 7 considered that social agencies could con- 
tribute the best information; 6 felt that mental clinics should 
contribute this information; 5 stated that the courts should 
contribute it; 8 thought that the best method would be a 
state-wide survey; while 3 advocated the use of county health 
units and nurses. In general, there seems to be an over- 
whelming consensus of opinion that information on mental 
defectives throughout the state should be obtained through 
the examinations of school children, while the activity of a 
central state agency could contribute materially. 

An additional question was asked as to the ideal location 
for the filing of collected information on the mental defec- 
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tives in each particular state. The results are given in Table 
IIl (page 372). Sixty questionnaires made the suggestion 
that some central state bureau, the location not specified, 
should record and disseminate all such data. Fourteen sug- 
gested that the records should be located at a state depart- 
ment of mental hygiene or mental diseases. Ten stated that 
the state department of education or the public schools should 
be the central agency for recording all data on mental de- 
fectives. A confidential exchange was recommended in few 
eases. Four voted for the placement of the central registry 
with the state department of child welfare. Five considered 
that social agencies could well assemble these data. Four 
wished to place the central registry under the control of the 
state department of institutions. There were two suggestions 
that it be located in the state department of social welfare, 
aiid, finally, seven considered that the board of public welfare 
was the proper place for this registry. Opinions from Min- 
nesot», North Carolina, New York, and West Virginia favored 
count, registration, and opinions from Arkansas, Colorado, 
New York, Oregon, and Wisconsin stated that a central regis- 
try was not desirable. 

In summarizing the reports of this last inquiry, it is evi- 
dent that opinion is overwhelmingly in favor of central regis- 
tration. Over one-half of the replies favored a central state 
bureau without mentioning its location in any particular state 
department. The next largest groups favored its location 
in a state department of mental hygiene or mental diseases, 
a department of education, or a board of public welfare, in 
the order mentioned. A smaller number favored a depart- 
ment of institutions as a desirable location. Only four favored 
county registration. 

Opinion throughout the United States seems to be quite 
uniform that a central registry for mental defectives is de- 
sirable, and that it should be organized and operated by an 
established state department. Seven of the forty-eight states 
are operating a central registry at the present time, and 
consider it decidedly helpful in furnishing information on 
known mental defectives. It is apparent that methods of 
collecting data on these cases vary widely. This is under- 
standable, however, as the various state organizations for the 
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TABLE III. SwtGGESTIONS AS TO LOCATION FOR REGISTRY OF MENTAL DEFECTIVES 
SOME TYPE OF CENTRAL STATE BUREAU 


Suggested location States from which suggestions came 

Department of mental hygiene or mental 

NU o-oo seed cmnconeeecoudacaat Connecticut, Indiana, Louisiana, Massa- 

chusetts, Mississippi, New Jersey, New 

York, North Carolina, North Dakota, 

Ohio, Pennsylvania, Utah(2), Vermont 

Number of suggestions.........+...000- 14 
Department of education Arizona, Arkansas, California, Kansas, 
Montana, Ohio (2), South Dakota, 


Number of suggestions 
Board of public welfare California (2), District of Columbia, 
Illinois, Maryland, Ohio, Oregon, 
Tennessee, Virginia 
Neamber of suggestions. ... so .ccccscccsvs 9 
Department of institutions California, Minnesota, New Jersey, 
Texas 
Namber of suggestions ..........066.0.000 4 
Department of child welfare Alabama, Idaho, Iowa, Michigan 
Number of suggestions 4 
Unspecified .... -e+e++ California, Colorado, Connecticut, Dela 
ware, District of Columbia, Florida, 
Georgia, Idaho, Illinois, lowa, Kansas, 
Kentucky (2), Louisiana (3), Maine, 
Maryland, Michigan (4), Mississippi, 
Missouri (5), Montana, Nebraska, Ne 
vada, New Hampshire (2), New Jer 
sey (2), New Mexico, New York (2), 
North Carolina, North Dakota, Ohio 
(2), Oklahoma (2), Oregon (2), Penn 
sylvania (3), Rhode Island (2), South 
Carolina, South Dakota, Tennessee, 
Texas, Utah, Virginia, Wisconsin, 
Wyoming (2) 
Number of suggestions 
Total suggestions favoring a_ central 
DUPORE GF BONO FING kn cece cteccces 101 


LOCATION OTHER THAN CENTRAL BUREAU 


Suggested location States from which suggestions came 
Social welfare societies Arizona (2), Arkansas, Kansas, South 


Number of suggestions 
Confidential exchanges 
Number of suggestions 
County registration Minnesota, New York, North Carolina, 
West Virginia 
Number of suggestions 
RAOUS v0: o sone oeipediowbatewns eomateesie Michigan, South Dakota 
Number of suggestions 2 


Total suggestions favoring location other 
than central bureau 


CENTRAL REGISTRATION NOT CONSIDERED DESIRABLE 
Arkansas, Colorado, New York, Oregon, Wisconsin 
Number of suggestions 
Total suggestions . . 
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care of mental defectives also vary widely. It appears that 
the Massachusetts plan’ has resulted in the largest number 
of known mental defectives being registered, but even under 
this plan there are certain mental defectives who are not 
being recorded. 

[t seems to be the consensus of opinion that a central regis- 
try for mental defectives should be located in a central state 
department, preferably a department that has control over 
the state schools for mental deficients and the mental hos- 
pitals. In some states this is taken care of by a department 
of mental diseases or a department of mental hygiene; in 
others, by an institutions department. It should be the pur- 
pose of this registry to have a permanent detailed record of 
every known mental defective within that state diagnosed 
within a specific year. 

The collected opinion of interested individuals throughout 
the United States seems to favor certain sources of informa- 
tion. As mentioned before it would, of course, be necessary 
to alter the general plan to suit the state and social organiza- 
tion of the particular state government concerned. The mate- 


rial as presented in this communication suggests the following 
possible sources of information to be used as units in a plan 
for the collection of data for a central registry of mental 
defectives : 

1. Reports of traveling psychiatric school clinics. These 
reports give very complete data on the many factors that 
enter into school retardation, and have the added advantage 


1The Massachusetts plan for the registration of mental defectives is based on 
the following monthly reports sent to the Department of Mental Diseases from 
clinies, hospitals, or state schools: (1) reports of 15 traveling psychiatric school 
clinies (children are examined and reported upon before placement in special 
classes) ; (2) reports from out-patient departments of mental hospitals and state 
schools; (3) reports from out-patient departments of state schools; (4) reports 
of cases placed on waiting lists of state schools; (5) reports of other mental 
clinies held by state hospitals or state schools; (6) reports from habit clinics; 
(7) reports from child-guidance clinics; (8) reports of mental defectives (with 
or without psychosis) admitted to mental hospitals (census of mental defectives 
in mental hospitals having already been made); discharges with addresses re- 
corded as patient leaves the mental hospital; (9) reports of mental defectives 
admitted to state schools (all resident population having been previously re- 
corded); discharges from state schools recorded as they oceur; (10) reports 
from psychiatric examinations of prisoners (these reports give specific informa- 
tion in relation to mental deficiency in its relationship to crime); (11) reports 
from various social agencies. 
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of placing the child in the registry at an early age. The 
initial reports and the follow-up reéxaminations constitute 
a very complete record when conduct disturbances develop 
later in life. These records also give very definite information 
to the central department as to the number of retardates that 
require immediate admission, and also those whose conduct 
gives promise of need for commitment at some later date. 

2. Reports from special classes. Where the psychiatric 
clinic does not exist, valuable information could be collected 
from the public schools in connection with the placement of 
children in special classes. Children are rarely placed in 
special classes without an examination of some type, and 
these should give valuable information to the central bureau. 
In some instances, the state board of education maintains a 
card file of all patients in special classes throughout the state, 
and in this case the data could be copied from the ecard file 
or a duplicate ecard sent to the central registry. 

3. Reports from out-patient departments of mental hos 
pitals. The out-patient departments of various mental hos 
pitals or general hospitals that maintain a_ psychiatric 
department can give very complete information on mental 
defectives examined by them. It is extremely important that 
we record cases of mental deficiency in combination with a 
psychosis or with symptoms that suggest serious disturbances 
in the field of personality. Cases that combine mental disease 
and mental deficiency quite often present problems that per 
sist throughout the life of the individual, and complete in 
formation should be available at all times. 

4. Reports from out-patient departments of state schools. 
The out-patient departments of state schools examine hun 
dreds of cases annually, and an accurate record should be 
kept of these cases, as many of them are not subsequently 
admitted to any of the schools. Meonomic, mental, or physical 


changes affecting the patient may oceur which may require 
admission at a later date. 

). Reports from other mental clinics. Quite frequently men- 
tal hospitals and state schools hold weekly or monthly elinics 
in various localities which may be a considerable distance 
from the mental hospital or state school. In this instance 
a greater variety of mental problems is presented to the 
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clinic, and among these many cases of mental deficiency are 
found. 

6. Reports from habit clinics. Clinies that deal with the 
pre-school child quite often have conduct problems referred 
to them which are associated with mental deficiency. These 
cases should be reported and recorded. 

7. Reports from child-guidance clinics. Under this heading 
might be ineluded reports from clinics that deal with problems 
in older children than those dealt with in the habit clinics. 
There are very few children’s clinics which do not find that 
in a considerable number of cases mental defect complicates 
the special problem with which they are dealing. If these 
clinies are state controlled, there is little difficulty in securing 
codperation in this matter; if under private organizations, 
the matter is a little more difficult, but not insurmountable. 

8. Reports of admissions of mental defectives (with or with- 
out psychosis) to mental hospitals. Every institution for 
mental diseases receives a certain number of mental defectives 
who are diagnosed with or without psychosis. In the group 
without psychosis are those whose conduct is the primary 
matter, and it is extremely important that the central registry 
be able to locate individuals of this type, particularly when 
they are returned to the community. All admissions should 
be reported immediately, and a eareful check should be made 
when such patients are discharged, so that the central regis- 
try may have definite information as to the name and loca- 
tion of each case. In order to maintain a complete record 
of these particular cases, it is advisable that the population 
of each mental hospital be checked over for resident mental 
defectives, and that a report be made on each. In this way 
a simple notation on the registry card at the time of discharge 
is all that is necessary. 

9. Reports of admissions to state schools. All admissions 
to state schools should have a registry card made out at the 
time of admission, and notes should be made on these cards 
at the time that the patient leaves the particular state school 
concerned. The resident population of all state schools should 
be recorded within the registry, and simple notations should 
be made on the registry cards at the time of discharge. 

10. Admissions to correctional institutions. Through the 
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codperation of the state department that controls correctional 
institutions, it is possible to secure information as to admis- 
sions to these institutions. It is very important that this 
information be secured, in as much as a fairly large pro- 
portion of admissions to these institutions are classed as 
mentally defective. In addition, there is the possibility that 
these individuals may have other difficulties after their dis- 
charge. In this group there is a considerable selection of 
mental defectives that present the more serious conduct dis- 
turbances, and for this reason an accurate history and record 
should be kept. 

11. Reports from juvenile courts. (Cases of mental defi- 
ciency going through the juvenile courts are extremely im 
portant to a central registry, and a careful record of their 
history and characteristics should be kept. If it is impossible 
to secure a report directly from the court, it is considered 
that these cases are of sufficient importance to render advisa- 
ble the copying of the record by an agent of the central 
registry. 

12. Reports from the psychiatric examination of prisoners. 
When the psychiatric examination of prisoners is centrally 
controlled, this matter is comparatively simple. When scat 
tered throughout the various courts, it is a more difficult 
matter. However, information of this sort is extremely valu- 
able, as it offers for study subject matter relative to the 
association between mental deficiency and misdemeanors of 
various types. 

13. Reports from social agencies. While the reporting of 
mental defectives examined by various social agencies will 
not be complete, at the same time a great deal of valuable 
information can be obtained from this source. Social agencies 
are quite used to providing abstracts of records, and are, 
in general, not unwilling to codperate in an effort of this 
sort. Difficulties will always be encountered, but the majority 
of social agencies may be trusted to codperate in the matter 
of reporting mental defectives who come to their attention. 

14. Reports from county health units. The organization 
in some states is such that valuable information could be 
assembled from the work of county health units. These or- 
ganizations operate not only in the public schools, but also 
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in the community in general, and have access to information 
in reference to the general population that may not be touched 
by any other agency. While the traveling psychiatric school 
clinie may cover the school population of the districts, the 
county health units can in many instances contribute valuable 
information in reference to mental defectives below or above 
school age. 
SUMMARY 

In this paper the writer has presented certain facts with 
regard to central registration of mental defectives in the 
United States. Seven states have already established regis- 
tries for mental defectives, and have recorded nearly 70,000 
individuals. A consensus of opinion was obtained from the 
various state departments, psychologists, psychiatrists, and 
others throughout the United States, on the central regis- 
tration of mental defectives. It appears quite definite that 
this united opinion is strongly in favor of the establishment 
in each state of a central registry for mental defectives which 
should be attached to and operated by an established state 
department. 

A central registry is considered necessary and advisable 
for two purposes: (1) to make available to authorized agen- 
cies and individuals definite information on known mental 
defectives; (2) to make available to state departments mate- 
rial for analysis of mental deficiency as a state-wide problem, 
and to enable these governments to meet the problem of 
mental deficiency in an intelligent and thoroughgoing manner. 
An ideal plan calculated to insure thorough collection of 
information on all mental defectives is presented. 





GENERAL HOSPITAL FACILITIES FOR 
MENTAL PATIENTS 


FREDERICK W. BROWN 


Director, Department of Information and Statistics, 
The National Committee for Mental Hygiene 


Hi purpose of this study is to provide a list of general 

hospitals throughout the United States in which clinical 
examination and treatment and hospitalization are available 
for persons suffering from mental disorders. 


The need for such a study has been indicated by numerous 
requests, from physicians, social workers, and others, for 
more extensive information than has been available up to this 
time. Heretofore our list has contained the names of only 
about fifteen of the more widely known hospitals that have 


psychopathic wards or mental clinics or both, the latter usu- 
ally conducted by state-hospital departments. 

The names of the hospitals included in this study were 
taken from the eighth annual presentation of hospital data 
prepared by the Council on Medical Education and Hospitals 
of the American Medical Association, which was published in 
the Journal of the American Medical Association, Mareh 30, 
1929, under the title ‘‘ Hospital Service in the United States, 
1929; the 1928 Census of Hospitals.’’ The list of registered 
hospitals contained 4,361 general hospitals. Of these general 
hospitals, 603 were approved for interne training by the Coun- 
cil. Three of these were classified as industrial, seven as 
naval, and four as marine hospitals. 

Mach of these 603 hospitals was requested to furnish infor- 
mation as to the existence of clinics and psychopathic wards 
or departments where examination or treatment might be 
given to mental patients. The term ‘‘mental patients’’ was 
defined broadly to inelude the mentaliy diseased, mental de- 
feetives, epileptics, and alcoholics or drug addicts suffering 
from mental disorders. The statistical data resulting from 
the investigation is presented in the following summary: 
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Statistical Summary 


general hospitals were sent requests for information. 
hospitals replied. 
of those replying reported no facilities. 
reported special facilities. 
reported incidental services. 
f the 122 reported wards. 
the 122 reported clinics. 
the 122 reported both wards and clinics. 
the 122 reported wards only. 
the 122 reported clinics only. 
f the 56 wards are neurological, but serve mental patients also. 
the 56 wards specify that mental patients are taken for obser- 
vation only. 
of the 97 clinics are neurological, but serve mental patients also. 
of the 97 clinics are conducted by state mental hospitals or state 
departments in charge of mental hospitals. 
beds for mental patients were reported by 53 of the 56 hospitals 
that have wards; 2 of the 56 reported that the number of beds 
assigned depended upon the number of patients; in one new ward 
the number of beds was not yet determined. 


The list that follows ineludes 139 hospitals. This list is 
divided into two parts: Section I, under the heading Reaqular 
Services, contains only those hospitals which have regularly 
established ward or clinical services for mental patients. The 
number of beds assigned to mental patients is given for all 
hospitals that have wards, except for the three in which the 
number is undetermined. In the ease of the four neurological 
wards the number of beds indicates the total in the ward. 
The existence of a clinic is indicated for all hospitals that 
have clinies. In a few eases additional information is given. 
Section I], headed Jncidental Services, contains the 17 hos- 
pitals that report the handling of a certain number of mental 
patients annually, although they have no special departments, 
wards, or eclinies for the examination or treatment of such 
patients. In each part of the list the hospitals are listed 
alphabetically by state and city. Where the name of the city 
appears in the name of the hospital it is not otherwise given. 

The following symbols are used: 

(N), following the number of beds or the word ‘‘elinie’’, 


indicates a neurological ward or clinic, respectively. 
(O), following the number of beds, indicates that mental pa- 


tients are received for observation or temporary care 
only, usually pending transfer to a mental hospital. 
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(S), following the word ‘‘clinic’’, indicates that the clinic is 
conducted periodically by the staff of a state mental hos- 
pital or by the state department in charge of mental 
hospitals. 


LIsT OF GENERAL HOSPITALS 
HAVING FACILITIES FOR MENTAL PATIENTS 


I. REGULAR SERVICES 


Alabama 


Tuskegee Institute, John A. Andrew Memorial Hospital, clinic only. 


California 
Fresno, General Hospital of Fresno County, 10 beds. (O) 
Los Angeles County General Hospital, 158 beds, clinie. 
San Bernardino County General Hospital, 14 beds. (0) 
San Diego County General Hospital, 42 beds, clinic. 
San Diego United States Naval Hospital, 40 beds. (O) 
San Francisco Hospital, 26 beds. (O) 
San Francisco, Letterman General Hospital, United States Army, 67 
beds. 
San Francisco, Mary’s Help Hospital, clinic only. 
San Francisco, Stanford University Hospital, 22 beds, clinic. 
San Francisco, University of California Hospital, clinie only. 


Connecticut 


New Haven Hospital, clinic only. (50 beds will be available in a few 
months in the Institute of Human Relations.) 
The Stamford Hospital, elinie only. (N) 


District of Columbia 
Washington, Gallinger Memorial Hospital, 160 beds. 
Washington, U. S. Naval Hospital, 46 beds. U. 8S. Naval and Vet- 
teran’s Bureau patients only. 
Washington, Walter Reed General Hospital, 146 beds. 
Florida 
Tampa Municipal Hospital, 5 beds. (O) 


Georgia 


Macon Hospital, clinie only. 


Illinois 
Chicago, Cook County Hospital, 175 beds. (Cook County Psychopathic 
Hospital.) 
Chicago, Michael Reese Hospital, clinic only. (Separate clinics for 
adults and children.) 
Chicago, Mt. Sinai Hospital, clinic only. (N) 


Indiana 
Fort Wayne, Lutheran Hospital, elinie only. 
Indianapolis City Hospital, 30 beds, clinic. 
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81 
Kansas 
Kansas City, Belle Memorial Hospital, clinic only. 


Kentucky 
Louisville City Hospital, 37 beds. 


Louisiana 


New Orleans, Touro Infirmary, clinie only. 


Maryland 
Baltimore, Johns Hopkins Hospital, Phipps Psychiatric Clinic, 80 
beds, clinic. 
Baltimore, Merey Hospital, clinic only. (N) 
Baltimore, University Hospital, clinie only. 
Sinai Hospital of Baltimore, clinic only. 


Massachusetts 
Chelsea, United States Naval Hospital, 59 beds. 
Boston City Hospital, 20 beds (N), clinie (N). 
Boston, New England Hospital for Women and Children, clinic 
only. (8) 
Boston, Massachusetts Homeopathic Hospital, clinie only, (S) 
Brockton, The Brockton Hospital, clinic only. 
Pittsfield, House of Mercy Hospital, clinic only. 


Michigan 
Battle Creek Sanitarium, 50 beds. 
Bay City, Mercy Hospital, clinie only. (S) 
Detroit, Henry Ford Hospital, 24 beds, clinic. 
Detroit, Harper Hospital, clinic only. 
East Grand Rapids, Blodgett Memorial Hospital, clinic only. 
Flint, Hurley Hospital, 27 beds, clinic. 
Highland Park General Hospital, 4 beds, clinic. 
Muskegon, Hackley Hospital, clinic only. (S) 
Saginaw General Hospital, 4 beds. (OQ) 


Missouri 
Kansas City General Hospital, 33 beds, clinic. 
St. Louis, Alexian Brothers Hospital, 100 beds, clinic. 
St. Louis, City Hospital, 120 beds, clinic. (N) 
St. Louis, St. Luke’s Hospital, clinic only, 


Nebraska 
Omaha, St. Joseph’s Hospital, 28 beds. 
University of Nebraska Hospital, 13 beds, clinic. 


New Jersey 
Atlantic City Hospital, clinic only. 
Englewood Hospital, clinic only. 
Hackensack Hospital, clinic only. 
Jersey City Hospital, 53 beds, clinic. 
Long Branch, Monmouth Memorial Hospital, clinie only. 
Montelair, Mountainside Hospital, elinie only. 
Morristown Memorial Hospital, clinie only. 
Newark City Hospital, 30 beds. 
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Passaic General Hospital, clinic only. (8) 

Plainfield, Muhlenberg Hospital, clinie only. (8S) 

Trenton, Mercer Hospital, clinic only. 

New York 

Albany Hospital, 34 beds. 

Auburn City Hospital, 2 beds, clinic. 

Buffalo City Hospital, 38 beds, clinic. 

New York City, Bellevue Hospital, 274 beds, clinic. 

New York City, Beth Israel Hospital, clinie only. 

New York City, Brooklyn, Cumberland Hospital, clinie only. (8S) 

New York City, Brooklyn Hospital, clinic only. 

New York City, Brooklyn, Kings County Hospital, 112 beds. (OQ) 
(All patients are cases committed by courts.) 

New York City, Brooklyn, Methodist Episcopal Hospital, clinic only. 

New York City, Brooklyn, St. Mary’s Hospital of the City of Brook 
lyn, clinie only. (N) 

New York City, Harlem Hospital, clinic only. (8) 

New York City, Lebanon Hospital, clinic only. 

New York City, Lenox Hill Hospital, clinic only. 

New York City, Mount Sinai Hospital, 38 beds (N), clinic. 

New York City, New York Hospital, clinie only. 

New York City, New York Infirmary for Women and Children, clinic 
only. 

New York City, New York Post-Graduate Medical School and Hos 
pital, clinic only. 

New York City, The Presbyterian Hospital, clinie only. (Vanderbilt 
Clinic. ) 

New York City, St. Luke’s Hospital, clinic only. 

New York City, St. Mark’s Hospital of New York City, clinic only.1 

New York City, St. Vincent’s Hospital, clinie only. (Conducted by 
Catholic Charities. ) 

Rochester, Strong Memorial and Rochester Municipal Hospital, 16 
beds, clinic. 

Valhalla, Grasslands Hospital, 82 beds, clinic. 

Yonkers, St. Joseph’s Hospital, clinic only. (S) 


North Carolina 
Greenville City Hospital, clinie only. 
Ohio 
Akron, The City Hospital, clinic only. 
Cincinnati General Hospital, 60 beds (N), clinic. 
Cincinnati, Good Samaritan Hospital, 24 beds. 
Cincinnati, Jewish Hospital, Psychopathic Institute, 12 beds, clinic. 
Cincinnati, The Deaconess Hospital, 7 beds. 
Cleveland, Charity, clinie only. 
Cleveland, City Hospital, 300 beds. 
Cleveland, Mount Sinai Hospital, Mental Hygiene Department, beds 
assigned as needed, also clinic. 
Cleveland, St. Luke’s Hospital, clinic only. 
Springfield, City Hospital, clinic only. 


1 This hospital was elosed in August, 1930. 
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Pennsylvania 

Allentown General Hospital, clinic only. 

Allentown, Sacred Heart Hospital, clinie only. 

Chester Hospital, clinic only. 

Johnstown, Conemaugh Valley Memorial Hospital, 10 beds. 

Philadelphia, Frederick Douglass Memorial Hospital, 10 beds, clinic. 

Philadelphia General Hospital, 200 beds, clinic. (Also special clinic 
for encephalitis cases only.) 

Philadelphia, Hahnemann Medical College Hospital, clinie only. 

Philadelphia, Pennsylvania Hospital, clinie only. 

Philadelphia, The Germantown Dispensary and Hospital, clinic only. 

Pittsburgh, Montefiore Hospital, clinic only. 

Pittsburgh, Presbyterian Hospital, 8 beds (N), clinic. 

Pittsburgh, South Side Hospital of Pittsburgh, clinic only. 

Pittsburgh, St. Francis Hospital, 250 beds, clinic. 

Reading, The Reading Hospital, clinic only. (N) 

West Chester, Chester County Hospital, new, beds not yet determined. 

Windber, Windber Hospital, clinic only. 


South Carolina 


Spartanburg General Hospital, number of beds varies, clinic. 


Texas 
El] Paso, William Beaumont General Hospital, United States Army, 50 
beds, clinic. 
Fort Sam Houston, Station Hospital, United States Army, 69 beds. 
Galveston, John Sealy Hospital, 20 beds, clinic. 


Virginia 
Norfolk, Portsmouth, United States Naval Hospital, 38 beds. 
University of Virginia, University Hospital, clinic only. 


Wisconsin 
Madison, Wisconsin General Hospital, University of Wisconsin, 41 
beds, clinic. 
Milwaukee, Evangelical Deaconess Hospital, clinic only. 
Milwaukee, Mt. Sinai Hospital, clinic only. 


ll. INCIDENTAL SERVICES 


California 
Oakland, The Samuel Merritt Hospital. 


Connecticut 
Hartford Hospital has a neuropsychiatric staff, but patients are all 
eared for under general medical service. 
Waterbury Hospital uses Yale Mental Hygiene Clinic. 


Florida 


Jacksonville, Duval County Hospital treats occasional mild cases. Has 

‘feight restraining rooms with gratings at windows and doors’’ 
for violent emergency cases which are transferred to state hospitals 
as soon as possible. 


Miami, Jackson Memorial Hospital. 
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Illinois 
Chicago, Presbyterian Hospital of the City of Chicago is affiliated with 
the Central Free Dispensary. 
Chicago, St. Luke’s Hospital, Neurological Department for diagnosis 
only. 
Evanston Hospital. 


Indiana 
Terre Haute, St. Anthony’s Hospital. Patients treated as medical 
eases and transferred as soon as possible. 
Louisiana 


New Orleans, U. 8S. Marine Hospital. Patients treated as medical cases. 
If violent, they are transferred to Louisiana Retreat where they are 
kept at government expense, 


Massachusetts 


Salem Hospital. Psychiatrist from Danvers State Hospital, nearby, 
sees and treats all mental patients. 

Worcester, City Hospital. Neurological Department diagnoses a num 
ber of cases and recommends best agencies qualified to handle them. 

Worcester, Memorial Hospital. The Worcester Child Guidance Clinic 
is conducted here by a staff from the Worcester State Hospital. 


Minnesota 
Minneapolis General Hospital. Patients admitted directly to neuro- 
logical service. Conducts clinic for neurosyphilis only. 
New Jersey 
Orange Memorial Hospital refers all cases to consulting psychiatrist. 
PennsylWwania 
Pittsburgh, Mercy Hospital examines mental cases in Neurological 


dispensary and cares for them temporarily in neurological service 
until they can be transferred. 


Rhode Island 


Howard, The State Infirmary has a number of custodial cases, mostly 
senile or sclerotic. Such persons are admitted without commitment. 
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TaLKs ON MENTAL HYGIENE TO CLASSES OF GRAMMAR-SCHOOL CHIL- 
DREN. By Helen P. Taussig. The American Journal of Ortho- 
psychiatry, 1:184-92, January, 1931. 

The experiment described here was carried on in two grammar 
schools in Newark, New Jersey, in a section largely made up of 
foreign factory workers. It was undertaken with the idea of finding 
out whether an understanding of the mental-hygiene point of view 
that would be of value to the children themselves could be given 
through a group approach. The average intelligence of the two 
schools is dull normal. 

Ten classes, divided between the two schools, were used in the 
experiment—six eighth grades, two fourth grades, one fifth, and one 
sixth. Each class was turned over to the visiting teacher for one-half 
hour daily for from three to six sessions, the number of days spent 
with each class depending upon its responsiveness. The subject was 
introduced as ‘‘Growing Up’’, the term mental hygiene not being 
used at all. 

The children were first asked to discuss, in terms of their own 
experience, what growing up means, with the emphasis upon self- 
dependencee—‘What can you do for yourself now that you could 
not do before?’’ This was followed by the question whether they 
would rather grow up or remain babies. The comparative advantages 


and disadvantages of the two states were considered, and many of 


the children frankly admitted that they would prefer to remain 
babies; as one boy put it, ‘‘You can get more service’’. The three 
ways of growth—in mind, in body, and in behavior—were then taken 
up, and here emphasis was placed upon increase in power and upon 
behavior as progressive, changing to fit different stages of develop- 
ment. At this point the attitude of parents was brought in: Do 
they want their children to grow up? The children were urged to 
discuss this with their own parents, and by very liberal interpre- 
tations of the responses, the conclusion was always reached that 
while parents enjoy doing things for babies, they look forward to 
the time when their children will be their grown-up companions. 
With the constructive values in growing up pretty well emphasized, 
attention was brought back to the baby and the ways of behavior 
that are necessary and fitting for it because of its weakness and 
helplessness, but that become unnecessary as it grows in strength 
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and ability. This led naturally to the subject of babyish behavior 
in grown-ups. The children cited quite freely some of their own 
babyish ways of meeting situations—temper tantrums, crying, sulk- 
ing, ete.—and in each case the grown-up way of meeting the same 
situation was discussed. 

Three main objectives were aimed at in the discussion: (1) to 
give the child a healthy desire to grow up; (2) to help him formu- 
late dynamic standards of behavior—what is fitting or not fitting at 
various ages—in place of the standards of ‘‘right’’ and ‘‘wrong’’ 
imposed upon him by adults; and (3) to give him some understanding 
of his own behavior—what ends he is trying to serve by it, and 
how the same or more desirable ends ean be reached in more grown-up 
ways. 

The material for discussion was drawn from the children’s own 
lives, and the effort was to recreate earlier experiences and the feeling 
of developing independence so that the children would not only 
understand what is means to grow up emotionally, but would actually 
grow in the process. 

The value of such group discussions is, the author feels, still a 
matter for speculation. They might well be used as a supplement 
to individual case-work, though not as a substitute for it. Of one 
thing, however, the experiment convinced her, and that is that the 
children are interested in the subject and are able to interpret the 
material in terms of their everyday lives. 


Some Errects oF UNEMPLOYMENT AS SEEN BY A FAMILY SOCIETY. 
By Adelaide Hennion. Smith College Studies in Social Work, 
1 :66—-85, September, 1930. 

Two methods of investigation were used in this study: (1) with 
the aim of discovering what types of family come to social agencies 
during a period of unemployment, a statistical analysis was made 
of 60 cases of unemployment referred to the Family Society of 
Philadelphia in 1924, a year when industry was slack in that city; 
(2) to determine what are the effects of unemployment upon indi- 
vidual families, a detailed study was made of four eases referred 
to the same agency during the winter 1927-28. 

The 60 families analyzed, 47 of whom were white and 13 colored, 
were selected at random from a group of over 300 cases in which 
the husband and father was unemployed, though able and willing to 
work. As it was important to know whether these 60 families were 
able to support themselves under normal economic conditions, and 
also whether the giving of relief during unemployment tended to 
make them dependent, they were divided into two groups—those 
who did not return for further assistance and those whose cases 
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were reopened later. Thirty-nine, or practically two-thirds, of the 
60 were in Group I, 22 in Group II. Only three of Group I, as 
compared with six in Group II, had been known to the agency before 
1924. Over one-half of the colored families—seven out of 13—and less 
than one-third of the whites—14 out of 47—were in Group II. 

An indication as to the kind of person whom unemployment forces 
into the dependent class was found in the fact that nearly half of 
the wage earners—27 out of the 57 men whose occupations were 
known—were skilled laborers. The proportions were very much the 
same in the two groups, showing that this factor alone cannot account 
for the greater need of aid in Group II. 

Further comparison of the two groups, however, revealed several 
important differences. In Group I, the average weekly wage of the 
family, when employed, was $25.00; in Group II, $19.41. A higher 
proportion of the mothers worked in Group II, and at the same 
time the families tended to be larger. Of the 39 families in Group I, 
26 had three children or less and 13 more than three, while of the 
21 families in Group II, 10 had three children or less and 11 more 
than three. Moreover, an analysis of the emotional tone of the homes 
in the two groups showed in Group I a predominance of homes 
with constructive psychological factors, such as fine spirit, affection, 
excellent training of children and care of home, pride in work, ete 


Twenty of the 34 homes that could be classified on this point showed 
such factors. On the other hand, non-constructive psychological 
factors—laxness, shiftlessness, ignorance of housekeeping, dishonesty, 
ete.—were found in 14 of the 17 homes in Group II that were 
classified. 


All these facters in which Group II compares unfavorably with 
Group I should, the author feels, be taken into account in considering 
the reason for the return to the agency of the families in Group II. 
The hasty conclusion might be drawn that the work of the agency 
had developed an attitude of dependency in these families, causing 
them to look to social agencies for help even after the return of 
normal economic conditions. While this possibility must be admitted, 
it should be remembered that in Group II the agency was dealing 
with less hopeful material, more easily demoralized by a period of 
unemployment and less able to recover from the demoralization. The 
work of the ageney cannot justly be blamed for the continued de- 
pendency of these families when it may have been due to this 
demoralization. 

From the second part of the investigation—the detailed study 
of four cases—certain general conclusions can be drawn, although 
the details differed in each case. Disastrous as were the financial 
effects of unemployment in these cases—the unpaid bills, the poor 
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clothing and insufficient food, the illness due to malnutrition and 
cold—the psychological effects were still more disastrous. The de- 
pression and uncertainty, the loss of morale and self-respect, the 
sense of inferiority expressed in aggressiveness or bitterness—all 
these had subtle effects upon the family relationships with one an- 
other and with the outside world. This emotional situation is the 
real problem of unemployment and how to deal with it is an unan- 
swered question. The only real remedy is adequate employment. 

The elimination of unemployment is primarily a problem for in- 
dustry to solve, but in the meantime its more effectual treatment 
is the task of the social worker. Through the development of psy- 
chiatric trends in social work, the author hopes, a clearer under- 
standing may be gained of the basic attitudes and mechanisms that 
are likely to become unbalanced during a prolonged period of un- 
employment and the strengthening of those mechanisms in normal 
times should lead to an easier, less destructive adjustment to the 
situation of being out of work. 


COUNSELING IN WINNETKA Pusuic ScHooits. By Helen Totten. 
Religious Education, 25 :735-40, October, 1930. 

The Department of Educational Counseling of the Winnetka Public 
Schools was the outgrowth of a service of combined case-work and 
remedial teaching which developed in connection with the program 
for the handicapped and was extended to include children with emo- 
tional problems that interfered with school adjustment. This work 
was carried on for a time by two remedial teachers, one of them a 
psychiatric social worker. Mental tests were given, conferences were 
held with parents, a codperative plan of treatment between home 
and school was furthered, and classes to study behavior problems and 
their treatment were organized for interested teachers. At the end 
of two years a more complete service seemed indicated, and a depart- 
ment was organized. A plan was worked out with the Institute 
for Juvenile Research in Chicago for psychiatric and psychologica! 
service two days a week; receiving rooms and offices and an office 
secretary were secured; and a counselor, with training and experi- 
ence both in teaching and in psychiatric case-work, was engaged for 
each of the elementary schools, sharing also in the work of the junior 
high school. A local pediatrician and his assistant offered their 
services for the physical examinations. 

The department has been functioning since September, 1928. lis 
work can be divided into five types of service: (1) the full-study, 
(2) the advisory, (3) the psychological-advisory, (4) the teaching, 
and (5) the policy-forming. The full-study service is, so far as 
general plan is concerned, the usual child-guidance-clinie service; 

















ABSTRACTS 389 


it includes history taking, physical examination, mental tests, and 
psychiatrie interview. The role of the psychiatric social worker in 
such a eclinie is played by the counselor, who collects data and formu- 
lates the case history for the examiners, reports recommendations to 
those concerned in the treatment, and makes cooperative plans for 
carrying them out. The advisory service is that given by the coun- 
selor without the assistance of physician, psychiatrist, or psychologist. 
It may be only a short service or it may require frequent interviews 
with the family and teacher for a long period and lead eventually to 
a full examination. Two-thirds of the cases referred to the depart- 
ment are handled in this way. The third type of service, the psy- 
chological-advisory, is largely in the hands of the psychologist. In 
cases in which a teacher asks for tests because of a child’s failure 
to make progress in school, the psychologist takes charge, gives the 
tests, and makes recommendations for treatment. A history is usu- 
ally provided by the counselor, however, as an aid in the inter- 
pretation of the tests. The teaching service consists partly of the 
remedial work already mentioned and partly of classes for teachers 
given by one counselor or another in the summer school and during 
a twelve-weeks period in the winter. The work with the Parent- 
Teachers’ Association, in the way of fostering child-study classes 
and group discussions, might also be included under this service. 
The fifth service—helping to determine school policies—is that of 
bringing the mental-hygiene point of view into all the plans of the 
school. To this end the counselors are asked to meet with the superin- 
tendent and principals in regular monthly meetings to discuss methods 
of codperation on any project either may have in view. Counselors 
are also asked to attend supervisors’ meetings with the superin- 
tendent and to participate in the selection of teachers by interviewing 
applicants and forming impressions as to their suitability from the 
mental-hygiene standpoint. 

A sixth service upon which the department has made a small 
beginning and which it hopes to develop further is that of conducting 
research studies based upon the increasing accumulation of data in 
the reeord files. 


THe ADOLESCENT CHALLENGE. By Sarah Allen Beard. The Library 
Journal, 55 :911-14, November 15, 1930. 

This paper discusses the part that the publie library may play in 
the development of the adolescent, especially the adolescent who is 
obliged to leave school and enter industry. The youthful rebel 
against society is frequently the product of a situation of this kind, 
in which the growing, expanding personality of the boy or girl, 
with its sharpened awareness of beauty, its newly awakened idealism 
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and widening horizons, comes up against the monotony and rigid 
routine of the industrial machine. 

In the effort to find an outlet, the adolescent often conceives a 
sudden enthusiasm for this or that subject—sometimes trivial or 
oddly chosen from the point of view of an outsider—and it is here 
that the library can take a hand. The problem is how to hold and 
develop this quicksilver interest. Few general rules ean be laid 
down, since of all types of borrowers the adolescent is the one most 
in need of individual treatment, but one essential is that the atmos- 
phere of the library be pervaded by a friendly, outgoing spirit. If 
there are several assistants on the staff, it is a good plan to have 
one responsible for the adolescent group. An attractive library 
environment also is important, more so to the adolescent that to 
any other age. This does not mean anything expensive or elaborate 
in the way of equipment; a few pieces of pottery, a plant, a picture 
or two are all that is necessary. 

As to books, the modern young person demands facts—realistic 
fiction, biography, informative books in various fields, especially 
science. The standard novels should be provided in as attractive 
editions as possible, but there should be no idea of compulsion about 
reading them. Recent books should be promptly tried out. Now 
and then a table exhibit can be arranged of books on subjects of 
interest to adolescents. Above all, ridicule, antagonism, objection, 
which the adolescent meets so inevitably in his daily life, should be 
banished from the library, ‘‘whose wares represent the free play 
of ideas’’. 





DIFFICULTIES IN DETERMINING THE INHERITANCE OF MENTAL DEFECT: 
THE PRESENT DEFINITION. By Neil A. Dayton, M.D. New Eng- 
land Journal of Medicine. 203 :73-76, July 10, 1930. 


Dr. Dayton points out here that mental deficiency, according to 
our present definition of it, includes so many factors that a scientific 
study of its inheritability is practically impossible. Failure to recog- 
nize this fact is, in his view, responsible for the extreme differences 
of opinion among serious investigators of the subject. 

Our definition of mental defect is a social definition. It emphasizes 
less the individual’s lack of intelligence than his inability to adjust, 
to ‘‘compete on equal terms with his normal fellows or to manage 
himself or his affairs with ordinary prudence’’. But such adjust- 
ment involves other factors beside intelligence—to make a very in- 
adequate list, let us say at least four others: the social and moral 
factor, the economic factor, the production factor, and the physical 
factor. Assuming for the moment that each of these five factors, 
including intelligence, is a Mendelian unit character, and inde- 
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pendent, we have for each factor three possible genetic combinations 
and for the five together (3)° or 248 possible combinations. Difficult 
as it would be to trace an inheritance based upon 243 possible com- 
binations, a formula might be worked out by which it could be done. 
But the problem is actually much more complicated, for our present 
knowledge indicates that the five factors mentioned are not unit 
characters, but continuous variables. It is not absence of intelligence, 
for example, that we find in mental defect, but a low degree of 
intelligence, and the same is true for each of the other factors, running 
the number of possible genetic combinations up into the billions. 
It is obvious, therefore, that a scientific study of the inheritability 
of mental defect as defined at present would be so complex as to 
be impossible. Practically all the studies that have been made have 
been based upon personal interpretations of the definition which have 
unconsciously stressed one or more of the associated factors. Hence 
the wide variations in the results. 

The solution that Dr. Dayton suggests is that attention be con- 
centrated upon the one factor of intelligence and its inheritability. 
The other factors may be inheritable and may play an important 
part in the adjustment of the individual with an intelligence defect, 
but they have nothing to do with the inheritance of that defect. 
The problem would thus be narrowed down to a study of the inherit- 
ability of a single variable, made up of differing degrees of intelli- 
gence. Even so, it would be complicated enough. It would involve, 
in each case investigated, the testing of both parents and children 
hy uniform methods and by the same examiner, and data on thou- 
sands of families, secured by many different examiners over a period 
of years, would be necessary before conclusions could be drawn. 
But eventually we should be in a position to discuss the inheritability 
of the varying degrees of intelligence. On the other hand, to continue 
to study together all the factors that enter into our present definition 
of mental deficiency is to postpone indefinitely the solution of the 
problem of the inheritance of mental defect. 


THE VALUE OF PuysicAL EDUCATION FoR THE MENTALLY ILL. By 
John Eisele Davis. The Modern Hospital, 45:79-84, November, 
1930. 


The author of this paper writes from an experience of a period 
of years at the U. S. Veterans Hospital, Perry Point, Maryland, at 
which institution he is senior physical director. His thesis is that 
an adequate program of physical exercise, administered by trained 
therapists, has definite possibilities as a first step in the rehabilita- 
tion of the mental patient. The real obstacle in the path of such 
rehabilitation is not, in the majority of cases, incapacity for con- 
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structive activity, but the negativistic attitude of the patient. The 
overcoming of this negativism is the great problem of the therapist, 
and here a well-planned program of physical exercise may be of 
value. A patient who will balk at the suggestion of anything in 
the nature of work can often be persuaded to enter into some simple 
competitive game and eventually, through advancement to higher 
levels of competition, be brought to assume responsibility for handling 
a difficult situation, differing from an actual work situation only 
in the matter of psychic impulsion. More or less mechanical par- 
ticipation in a game such as baseball, for example, may lead to active 
interest in the team and pride in its achievements, and this interest 
ean often be transferred to an actual work situation by being utilized 
in the construction or improvement of athletic facilities. 

As a conspicuous example of the transfer value of physical exercise, 
the author cites his experiences with the effects of swimming therapy 
upon regressed patients. Appealing as it does to the basic instinctive 
level, swimming seems to be the one form of exercise that a patient 
will voluntarily engage in even after he has regressed so far as to 
lose the fundamental habits of feeding, dressing, and keeping himself 
elean; and these habits seem to be reawakened by the primitive 
forms of locomotion and the comprehensive category of movements 
required in swimming. After a two-months period of swimming 
therapy, sixteen patients of the dementia-praecox group at the au- 
thor’s hospital were all able to dress and feed themselves, though 
before that all had been either spoon-fed or tube-fed and two could 
not dress themselves. 

The physical forms and psychic attitudes of physical exercise 
cannot, the author admits, be transferred in toto to the responsible 
social and economic relationships of life, but, as he points out, this 
is true also of the great majority of oceupational-therapy projects. 
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[JNDERSTANDING THE ADOLESCENT GirRL. By Grace Loucks Elliott. 
New York: Henry Holt and Company, 1930. 129 p. 

Small as this book is, it is destined to become a permanent addition 
to our literature on the mental hygiene of adolescence. The author’s 
analysis of adolescent phenomena shows her wide familiarity with 
psychological material, but in addition to this scholarly background, 
she brings to her writing a maturity and lucidity of thought that 
make her book invaluable to both parents and workers with girls. 
Her treatment of the subject is psychologically sound, but her sim- 
plieity of style causes it to be completely intelligible to the lay reader. 

The topics covered include such matters as the physiological and 
psychological nature of adolescence; the understanding of behavior 
patterns as expressions of the emotional needs of the individual; 
the origin of adolescent problems in childhood experiences; the major 
adjustments of adolescence—sex adjustments, vocational choices, 
working out of a personal philosophy, the integration of the per- 
sonality; common difficulties of adjustment—‘‘crushes’’, masturba- 
tion, dramatization of the self, self-pity, lack of initiative, desire 
for attention; the need of some understanding of case-work on the 
part of the leaders of girls’ clubs; ways of enriching adolescent ex- 
periences; dangers in relying on the use of authority; the necessity 
of a tolerant attitude with absence of condemnation in helping the 
girl to work through difficulties of adjustment. 

All these topics are presented so well and with such clear insight 
that one would like to comment upon each one in reviewing the 
book. But we shall have to be content with a single illustration. 
The breadth and depth of the author’s vision are well demonstrated 
in her excellent discussion of adolescent ‘‘erushes’’. With the recent 
growth of a general literature on homosexuality, which has taken 
it out of the medical and psychological textbooks into the pages of 
contemporary fiction, there has developed a feeling akin to panic 
about crushes among many groups of girls and their leaders. It 
is, therefore, refreshing to find so sane a perspective as Mrs. Elliott’s. 
She points out the physical attraction and overt sex behavior, while 
playing a part in some eases, is after all a relatively rare basis of 
the crush situation. Much more common is the need for a mother- 
substitute, the temporary fixation upon a person outside the family 
circle as a step in breaking away from dependence on the parents, 
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or admiration of another person who represents the girl’s ideal for 
herself. The extreme fear of homosexuality and interpretation of 
it as playing a major role in friendships where it is really a minor 
element often prevents the worker with girls from handling the crush 
constructively, so that it may help the girl in her progress toward 
personality integration. We cannot resist quoting some of Mrs. 
Elliott’s suggestions as to how the crush may be wisely handled: 

‘The one who is the object of another’s affection, whether she is 
loved as a symbol or for herself, is, for the other’s growth or regres- 
sion, a strategic person. If she is loved for the mother another is 
seeking, and responds temporarily as the mother should, she can 
help the dependent person outgrow her dependence. If she repre- 
sents admired qualities, she is the person who can best become the 
other’s coach for her attainments. If she is sought out at a time 
of sorrow or disappointment, she can hold the girl steady by tem- 
porarily supplying her need for an object of her emotions. 
If the leader rebuffs her, it may tend to retard the growing process. 
The girl’s adoration is dangerous for the girl only when the leader, 
like many mothers, tends to hold on to it, for her own satisfaction.’’ 

Even this brief quotation may indicate why Mrs. Elliott’s book 
is given such hearty commendation, for it typifies the sanity and 
realism that characterize the book throughout. 


PHILLIS BLANCHARD. 
Philadelphia Child Guidance Clinic. 


CHILREN WuHo Run on Aut Fours anp OTHER ANIMALLIKE BE- 
HAVIORS IN THE HuMAN CuiLp. By AleS Hrdli¢ka, M.D. New 
York: McGraw-Hill Publishing Company, 1931. 418 p. 

Dr. Hrdlitka has written a book of great scientific value, not only 
to his own field of anthropology, but also to the related fields of 
sociology and psychology. The book is also entrancing reading. Part 
II, from page 97 to page 403, is devoted to a complete and verbatim 
printing of the individual case reports on which all the summaries 
and conclusions of the work are based. These reports are written 
by individual parents, scattered over the world, each parent writing 
an account of his own child. Wherever possible, frequently after 
the receipt of a first letter, Dr. Hrdlitka sent to the parent a very 
simple questionnaire, about as follows: 


What is the race and the nationality of the child? 

What is the sex of the child? 

What is the numerical order of the child in the family? 

What is the health and the robustness of the child? 

Has the phenomenon (running on all fours) been observed in any 
other child of the same parents, or any other children in the family? 
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At what age did the child begin to run on all fours and how long has 
it continued? 

Describe the performance and state the way the child used and placed 
hands and feet in running on all fours. 

Give details as to any other peculiarity of behavior of the child or of 
any other children in the same family. 


The answers to the last request are full of incidents and bits of 
information about a child of a given age, such as the sociologist, 
the psychologist, and the educator often desire and can seldom find 
recorded. In addition to the great interest of the individual reports, 
the book gains attractiveness by the enchanting photographs of babies 
running on all fours. 

[It was in 1898 that Dr. Hrdlitka first saw a child running on 
all fours and began to think about it and to look for other 
eases. It was not until 1927 that he began a systematic search for 
cases. The method he used was publicity. He wrote brief accounts 
of running on all fours and had them published. These first accounts 
were very widely copied by the press. Science Service, Science, and 
the Literary Digest reproduced them. The newspapers all over the 
United States and throughout Europe copied the items. The result 
was ‘‘a whole series of new reports of cases by parents, one more 
absorbing than the other’’. Steps were then taken to write a ques- 
tionnaire and to scatter it widely among those dealing with many 
races and cultures. The missionaries, from whom he hoped much, 
were inclined to resent the questions as reflecting upon the quality 
of the peoples with whom they worked, and sent very little material. 
The greatest number of case reports came from parents in the United 
States. It was usually the mother of the child who wrote the report. 

The case reports of sufficient detail to be used in the study were 
those of 331 white children. The first hundred pages give the au- 
thor’s summary of his findings. Only 18 colored children were 
reported, though the author believes colored children more frequently 
display the phenomenon than white children. Colored parents are 
usually not able or not inclined to write reports. The summary 
yields the following facts: Boys run on all fours more frequently 
than girls. About 60 per cent of Dr. Hrdlitka’s cases were boys 
and 40 per cent girls. Over half of the children, of both sexes, 
were first-born children, and over 80 per cent were first or second 
children. The phenomenon appeared with sufficient frequency in 
relatives to furnish evidence of its hereditary nature, though no 
Mendelian inheritance appeared. The habit began at from seven 
to twelve months of age, and lasted about five months. The children 
were an extremely active and healthy lot. They displayed strength 


of hand and arm frequently. ‘‘They are in general mentally strong 
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and often markedly bright children, leaders among their brothers 
and sisters and leaders in school.’’ Being healthy and bright, they 
are for the most part of good disposition and happy. They do not 
display many nervous habits. 

These children are good climbers and display a love of climbing. 
They seem to be able to balance themselves unusually well and to 
have little fear of falling. They can support themselves hanging 
by their hands even longer than and in more precarious positions 
than most babies. They quite universally climbed stairs before they 
could walk—as most babies do if allowed. One child ‘‘when less 
than a year old, would climb 208 steps from canal to home’’. Ladders 
become popular soon after stairs. ‘‘When he was nineteen months 
old, I found him one day on the roof of a two-story unfinished build- 
ing; to get there he had to climb a ladder leaning against the eaves.’’ 
Several reports comment on the fact that the child displayed no 
fear of heights. Many of these children, while walking on all fours, 
carried things in their mouths. Some of them liked to eat out of 
dishes on the floor, like animals. Many of them had prehensile toes 
and could pick up small objects with the toes almost as well as with 
the fingers. Some of the babies in the nursing age would lie on their 
backs and hold the nursing bottle with the feet, using the hands to 
play. Perhaps even more than normal children, these children liked 
animals, loved to play with them, and treated them as if they were 
persons. Some of them imitated animals with great skill. They 
reproduced both the motion and postures of animals and the noises 
that animals make. One child could bark like several different species 
of dog, well enough to be recognized. One child, in walking on all 
fours, pretended to urinate against objects, with one leg raised as 
dogs do. One child from whose mouth the dog’s ball was suddenly 
removed growled at his mother, just as the dog did. Curiously 
enough, the boys were more persistent imitators than the girls. The 
children themselves seemed to the parents like animals when they 
were running on all fours. They were most frequently thought to 
be like bears, but were also compared to dogs, monkeys, donkeys, 
turtles, and spiders. Some parents said they went kangaroo style. 
Several other modes of motion beside running on all fours were found 
frequently in infancy. Many very young babies roll over and over 
to change position. Some young babies turn on to the stomach and 
go through motions like swimming to change position. Squatting 
instead of sitting down is frequently seen among these children. 
They sit on their heels, as many Orientals do. A few babies bounced 
persistently. A number of these children walked on tiptoes instead 
of on the flat foot. The author comments on the fact that many 
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of the modes of behavior seem to have no connection with walking 
on all fours. 

The cases used in this study were assembled in such a way that 
selection of types or classes would seem to be ruled out. It was 
through printed notices in the press that the cases were acquired— 
and everybody reads the papers. To be sure, some of the medical 
and scientific journals used are read only by professional or scientific 
readers. Through these channels educated parents would be reached. 
However, doctors were asked to report any cases which they encoun- 
tered in medical practice. Nevertheless, reading the case reports 
gives us the impression of cases from educated and superior families. 
A great many of the parents mention the fact that they are them- 
selves college graduates, or sign themselves as members of professions. 
My own conviction is that the cases were selected, but not by the 
method of collecting them. What did the selecting was the willing- 
ness of parents to write reports and their ability to do so. 

Like many educators and psychologists, I have had experience 
with having questionnaires filled out. People of less than college 
education do not fill out questionnaires adequately or accurately. 
Furthermore, those of limited education are not willing to write 
answers to questionnaires, even simple ones. The cases in this series 
were, in my judgment, selected by the request that the parents write 
reports. 

In discussing the race and nationality of the cases, the author 
explains the small number of colored cases, but makes no comment 
on the countries of Europe most frequently represented in the an- 
cestry of the babies. In reading the case studies, I was myself struck 
with the frequency with which Scotch or Irish ancestors were men- 
tioned. They appeared so frequently that I began to feel as if I 
were reading about the offspring of the Highlands and vivid little 
[rishmen. 

In diseussing the effect of walking on all fours on development, 
Dr. Hrdli¢ka makes one statement which I at once felt moved to 
dispute from a reading of the cases. He says that one effect is a 
delay in walking upright. Reading the eases had given me the im- 
pression of a very active, independent, and aggressive lot of young- 
sters. They are described as active from birth on. Here are instances 
culled from the ease reports: One baby raised his head the day he 
was born, and another before he was a week old. One child turned 
his head to look at a flower on the first day. One child lifted his 
head at eleven hours of age. One infant rolled off the bed on the 
first day. Later the same baby did it frequently for fun. One child 
first laughed aloud at five days, and another at five weeks. One 
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infant got up on hands and knees at the age of nine days. The 
parents took a photograph of it. One baby at five weeks could 
raise its head from a prone position. One baby tried to swim when 
a few weeks old. One child could change position when five months 
old by wriggling along on his stomach. One baby of six months 
could hold his body so rigid that his father could hold him upright 
by the feet. One child stood erect on both feet at five months. ‘‘I 
have seen him when he was six months old get upon his feet in his 
bassinet without touching anything with his hands or elbows and 
not even getting on his knees. I never could understand how he 
accomplished the rising up so nicely, as he arose too quickly for 
me to see the position of his feet.’’ One child at eleven months 
played ball well and threw with accuracy. Another one could stand 
on a rocking chair, rock, and balance perfectly without holding on. 
There are several accounts of children who at eleven or twelve months 
suddenly got upon their feet and walked at once with great perfection. 

It was the frequent statements of these spectacular motor accom- 
plishments which led me to doubt the delay in walking upright. 
Accordingly, I went through the whole series of case reports and 
tabulated both the age at which the child first walked on all fours 
and the age at which he walked on two feet. Not every report states 
these two ages exactly, but most of them either give the age or make 
statements from which it can be inferred within a month. I summed 
up the two age in a table. Of the 331 cases reported in detail, I 


AGES OF FirST WALKING ON ALL Fours AND OF FIRST WALKING ERECT 
oN Two FEET. 


Ages in months On all fours On two feet 
5 8 0 
6 21 0 
7 40 0 
8 38 0 
9 51 6 

10 45 24 
11 24 23 
12 26 57 
13 3 35 
14 7 31 
15 3 16 
16 1 12 
17 2 
18 and over 13 

Total 267 219 


find the age of first walking on all fours for 267 and of first walking 
on two feet for 219. The median age for walking on all fours was 
nine and a half months. The median age for walking on two feet 
was just thirteen months. No one who knows the facts about the 
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age at which babies walk would call thirteen months a belated age 
for walking. 

Two aspects of this bit of research stand out vividly to the scien- 
tific worker. One is the length of time (33 years) required to 
collect adequately even so simple a thing as information about human 
children who walk on all fours in infancy before they walk upright, 
and the amount of labor involved. The second surprising aspect 
is that the eases, when collected, are not just a miscellaneous set, 
but a group that displays common characteristics of physical and 
mental superiority; of being first or second children in the family; 
and of good social adjustment indicated by good temper, pleasant 
disposition, and qualities of independence and initiative. 

HELEN T. WOOLLEY. 

New York City. 


THE MANAGEMENT OF YOUNG CHILDREN. By William E. Blatz, M.B., 
and Helen Bott. New York: William Morrow and Company, 
1930. 354 p. 

This is a recent addition to the rapidly increasing literature in the 
field of parent education written primarily for study groups. The 
approach is philosophic and pedagogical rather than psychological. 
The book is divided into four parts. The first considers the nature 
of control, which is brought out in chapters on authority, discipline, 
and freedom. Parts two and three ‘‘discuss control from the point 
of view of regulation through the environment, first in respect of 
its physical and second of its social aspects’’. In the concluding 
fourth part, control is ‘‘viewed not externally . . . but from 
the point of view of the experience of the individual, the inner im- 
pulse which rises in response to outer motivation, fusing with it 
to constitute action directed towards ends’’. The authors believe 
that ‘‘it is through this harmony between outer control and inner 
incentive that integration of personality and good mental health 
may be achieved’’. 

The material is clearly and logically ordered into chapters, which 
are broken up by suggestive headings and followed by sections de- 
voted to concrete illustrations and helpful questions. A bibliography 
for each chapter is found at the end of the book. 

The general attitude of the authors to their task is represented 
in the following quotation: ‘‘Our present concern is in the field of 
child-parent relationships and our purpose throughout this book will 
be to illustrate how problems of child management can be approached 
from the point of view of the evolving of a philosophy of social 
ends and means of attaining them rather than of the application 
of particular formulas.’’ 
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The attitude of the reviewer toward this book is undoubtedly 
ambivalent. On the one hand, she rejoices to read a book on the 
problems of parenthood that is practically fool proof, that she could 
hand out to any intelligent parent with a clear conscience, feeling 
that much good philosophy, sound educational doctrine, and excel- 
lent practical advice would be disseminated thereby. On the other 
hand, she is naturally suspicious of a book that is so safe, so sane, 
that offers so little basis for disagreement. The philosophy is not 
deep enough to be painful, the pedagogy not profound enough to 
bring out problems, the psychology too shallow to hold human emo- 
tions. The result is an externalized, intellectualized picture which 
is easy and possible because it is not alive. A quotation will perhaps 
bring out this point: ‘‘Parental authority will take its complexion 
largely from our attitude upon this question of the ultimate de- 
pendence or independence of the child. If we like to have our 
children dependent on us, if our aim is to regulate their interests, 
their choices, their friends so that we keep the little circle firmly 
moored within the large, then naturally the negative virtues of docil- 
ity, compliance, passive obedience are the only ones which we will 
emphasize. If, on the other hand, we accept from the beginning 
that the independence of a self-governing personality is the goal of 
our endeavors in child-training, our efforts will be directed from 
the beginning towards a gradual realization of that independence.’’ 

Now this is good doctrine. The reviewer has no quarrel with 
it as such, but it is so characteristic of the entire volume in its assump- 
tion of the rationality and simplicity of human nature. ‘‘If we 
like to have our children dependent’’ forsooth! As if we could so 
easily choose what we like regarding our relations to our children! 
The book presents a social or an educational ideal, not the psycho- 
logical reality in which we live, with its fears and its compulsions. 
It sees human nature as tame, something that will not bite once 
it knows about the reasonable way as the authors present it. The 
negative is not recognized except as something to be done away 
with as fast as possible. The negative as an inevitable and necessary 
part of living has no place in this carefully ordered world, where 
all would be well if only we trained children for freedom from the 
beginning. 

One might agree that matters would be greatly improved if children 
eould be so trained, but the authors, in assuming this possibility, 
so readily ignore all of the forces in human nature that fight against 
freedom, particularly a freedom imposed or defined by others. 

The chief difficulty with this book is that it tries to absorb every- 
thing good, everything constructive, from every point of view except 
psychoanalysis, which is conspicuously absent, and achieves thereby 
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an eclecticism that is everything and nothing. That some of these 
viewpoints are really not reconcilable if one takes them seriously 
seems not to be realized. If one’s ultimate belief is that scientific 
control in human behavior is not only possible, but on its way, then 
one is not justified in taking advantage of quite different doctrines 
which allow for freedom and spontaneity—at least not without recog- 
nizing and bridging the gap psychologically as well as verbally. 

Perhaps the most revealing attitude in this connection is the posi- 
tion taken on the original nature of man, which the authors assert 
is not good or bad, but indifferent—that is, anything can be done 
with it. They promptly declare that they do not intend thereby to 
belittle the individual, but the choice of word is too characteristic 
of the tone of the entire book to be a matter of chance. This is a 
middle-of-the-road book, too reasonable, too sensible, too right to be 
true or useful beyond a very limited point. Yet it has the great 
virtue of being acceptable and probably helpful to the average parent. 

The emphasis of the book is frankly on the social aspects of the 
child’s life, the necessity to fit him into a social world, and this is 
justifiable, but it cannot be done on the basis of a psychology from 
which evil has been removed or is assumed as easily or ultimately 
removable. It would be difficult to make any criticism of this book 
that could not be refuted on the surface by some statement of the 
authors. Verbally, they admit a great deal and guard against such 
misrepresentations as these, but the fact remains that they are never 
depressed, handicapped, or discouraged by any of their admissions, 
while it is the belief of the reviewer that no one who faces deeply or 
sincerely the problems of parenthood can present so one-sided an 
optimism. 

JESSIE TAFT. 
Children’s Aid Society of Pennsylvania. 


GROWTH AND DEVELOPMENT OF THE YOouNG Cup. By Winifred 
Rand, Mary E. Sweeney, and E. Lee Vincent. Philadelphia and 
London: W. B. Saunders Company, 1930. 394 p. 

This book on the growth and development of the young child, 
by three members of the staff of the Merrill-Palmer School in Detroit, 
has several outstanding excellencies. In the first place, it is based 
upon an adequate, indeed very complete knowledge of the facts 
about the early stages of human development. It bears evidence 
that the authors know what modern science contributes to their field. 
The bibliography is accurate, sufficiently comprehensive, and includes 
the most important contributions to the various phases of develop- 
ment. Each chapter gives an impression of authoritative formula- 
tion. The second virtue that should be emphasized is that the book 








402 MENTAL HYGIENE 


is obviously written by workers who have a well-rounded, first-hand 
experience with little children. The impression produced is totally 
different from that of a book based primarily upon a knowledge 
of the literature of child development. These writers have obviously 
had continuous contact with very young children. They have seen 
physical and mental examinations made, have learned how to inter- 
pret scientific examinations, have observed little children eating, 
sleeping, going to the toilet, playing alone, playing with other chil- 
dren, and setting up behavior toward teachers, toward doctors and 
nurses, toward cooks and household workers. They have made per- 
sonal acquaintance with the children’s parents. They have learned 
the home atmosphere and home equipment of the children’s homes. 
They have secured from parents reports on food, sleep, and behavior 
at home. 

The third and last virtue of the book to be stressed is even more 
rare than the first and second. It is a mode of presentation of the 
subject matter that synthesizes the various aspects of development 
into a unified picture. Most modern books on child development 
treat of physical growth, of nutrition, of health habits, of mental 
development and mental tests, of social capacities, and of educational! 
procedures, and try to state relationships among these developmental 
processes, or even to interweave them in part. This book is not 
organized in sections dealing separately with these reorganized phases 
of development. The subdivision of the subject matter is on the 
basis of chronological age, not with sharp dividing lines, but approxi- 
mately. The age periods are infancy, which is from birth to about 
nine months; from infaney to early childhood, which is from nine 
months to eighteen months; the first period of early childhood, which 
is from eighteen months to the three- to four-year level; and last, 
the later period of early childhood, which is from about three years 
to five years. At each of these levels an account of development is 
presented which includes physical growth, nutrition, mental develop- 
ment, and social behavior, not as separate topics, but as phases of 
development. One gains, not merely a knowledge of kinds of develop- 
ment, but a picture of a child at about a given stage of development. 
The use of this book as an aid in teaching child development to 
eollege students and to educated mothers will be a matter of great 
interest to educators. The outcome of teaching child development 
should be to impart an adequate, well-rounded knowledge of the 
developing child. If this direct and synthetic presentation of the 
developing child can impart the knowledge better than separate pic- 
tures of phases of development which must then be synthesized, it 
should go far toward revolutionizing methods of teaching child 
development. 
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The book begins with a discussion of the philosophy of family life, 
since the child is to be treated not merely as an individual, but as 
a member of a social organization, whose basal unit is the family. 
Next comes the discussion of the family and its life as a background 
for the growth of the child. The home is dealt with in relation to 
setting in space, to equipment for living functions, to economic re- 
sources, and to social aspects. ‘‘Within the family one may run 
the gamut of almost every experience which life offers.’’ The types 
of social atmosphere in the family that tend to produce the stable 
or the unstable child, the introvert or the extrovert child, are stressed. 
Affection is summed up by saying that ‘‘children should receive 
enough affection to make them feel secure in love, but not so much 
of the over-protective, over-demonstrative kind that they are cut 
off from independence or are given an excessive appetite for appre- 
ciation and physical demonstrations of affection’’. Discipline, the 
child’s relation to authority, and the effect of parental ambition are 
all well analyzed. 

The chapter on heredity in relation to growth is necessarily tech- 
nical. It brings out clearly the fact that both heredity and environ- 
ment are forces in determining human development and that the 
best outcome is possible only when good inheritance is surrounded 
with an optimum environment. 

The chapter on the beginnings of life contains an excellent state- 
ment about the way in which the developing infant is affected by 
the life of the mother during her pregnancy, and the extent to which 
the mother’s experiences can directly affect the fetus. The motor 
and sensory capacities of the new-born child, its motor behavior, 
its emotional behavior, its reaction to food, and its elimination are 
all presented. The prenatal care of the mother and the preparation 
of the family for the reception of the new baby are suggestively 
treated. 

The present reviewer remembers with pride, when reading this 
book, that she was herself assistant director and psychologist of the 
Merrill-Palmer School during its first five formative years, and that 
she had a hand in selecting and inducting into the work two of the 
writers of this book. 

HELEN T. WOOLLEY. 

New York City. 


THe GumpANce oF MeEntTAL GrowTH IN INFANT AND CHILD. By 
Arnold Gesell, M.D. New York: The Maemillan Company, 1930. 
322 p. 

Arnold Gesell’s book on the guidance of mental growth in infant 
and child is a series of essays on various aspects of his topic rather 
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than an organized treatise. As Dr. Gesell states in his preface, 
many of the chapters had been previously published, in substance, 
in periodicals and books. In collecting the material in one book, 
he has organized it in three divisions dealing, first, with historical 
phases of the development of child-guidance concepts from the eigh- 
teenth century to the present; second, with the problems and methods 
of child guidance, including standards of development, the concept 
of growth as fundamental, parent-child relationships, fear and acci- 
dents in young childhood, scientific standards in infant adoption, 
and methods of securing diagnoses of young children; third, with 
science and the protection of child growth, with the scientific and 
social aspects of research in child development, with the relation 
of heredity to mental growth, and finally with the contribution, actual 
and possible, of scientific pediatrics and psychiatry to a knowledge 
of child development. 

In reviewing a book with a subject matter so extensive and so 
diverse in its emphasis and its directions of interest, one is compelled 
to select the sections of it that seem to demand special notice for 
one reason or another. One must state at the outset that, as in all 
of Dr. Gesell’s work, the factional and scientific basis of the book 
ean be accepted as the best that modern science affords. The edu- 
cational and social implications do not carry the same assurance of 
authority. 

In the first section is included an interesting sketch of the eduea- 
tional methods of Susannah Wesley, as she wrote them out at the 
request of her famous son, John Wesley. One finds astonishingly 
modern sentiments for the year 1732. She even insists upon the 
education of girls. The eighth item in her summary of principles 
is ‘‘that no girl be taught to work till she can read very well; and 
then that she be kept to her work with the same application, and 
for the same time that she was held to in reading. This rule also 
is much to be observed; for the putting of children to learn sewing 
before they can read perfectly is the very reason why so few women 
ean read fit to be heard, and never to be well understood.’’ Mrs. 
Wesley’s insistence upon breaking the will of a child in establishing 
discipline does not seem so modern! 

Chapter V of the first section, a pictorial chapter, has three groups 
of pictures of the life of young childhood that are of great interest. 
The first is reproductions of old lithographs which were printed and 
distributed widely in the days before the illustration of books and 
magazines was a developed art. To judge from the feminine cos- 
tumes, the pictures date from the 1830 to 1860 period. They include 
scenes of the baby’s first step, of a home in the country, of the sale 
of a pet lamb, of model little boys and girls, and of the family reading 
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the scriptures. The second set of pictures is taken from an old book 
prepared for children. Each of these pictures has under it a highly 
moral quatrain, ending with a reproach to small boys who play 
‘‘E’n in the presence of the tomb’’. The third set of pictures is 
taken from Dr. Gesell’s own studies of infant development. It in- 
eludes fourteen photographs of babies from one week to fifty-two 
weeks of age. There are also two pages of pictures of pre-school 
child activities. The series closes with a picture of Dr. Gesell’s 
guidance nursery at Yale University. The last chapter of this section 
is a discussion of the reconstruction of the kindergarten. Dr. Gesell 
sees clearly the strategic position of the kindergarten as the only 
public educational organization dealing with the pre-school child. 
He thinks it could be extended downward to cover the years now 
dealt with by the private nursery schools. He suggests the amplifi- 
cations of kindergarten technique that would be required—the exten- 
sion of age downward; the extension of parental education (which 
has always been part of kindergarten procedure) ; the development 
of a relationship to training in home economies; the development 
of clinical technique in the study of children; the modification of 
educational practice such as the nursery school suggests; the shift 
of educational approach from the individual child to the whole family ; 
and finally a reconstruction of the education given to kindergarten 
teachers. What Dr. Gesell does not discuss is the fact that kinder- 
garten education has been so crystallized and so much imbued with 
the spirit of religious observance of the accepted ritual that the 
readjusting of the kindergarten to serve as the introduction of very 
young children to public education will involve real social and emo- 
tional modifications in the personnel of public education. 

In Section II of the book, on problems and methods of child guid- 
ance, there is a presentation of the concept of growth as equivalent 
to development which deserves thought. Growth is conceived in 
such a way that it becomes unnecessary to try to distinguish between 
physical growth and mental growth. The ancient problem of the 
relation between mind and matter drops out. The distinction becomes 
artificial or, rather, pragmatic. All human growth is both physical 
and mental. From one point of view and with one set of purposes, 
growth is formulated as physical; from another point of view and 
with another set of purposes, as mental. All growth is lawful. ‘‘The 
fundamental laws of growth are so universal that they may be sought 
and found in any form of life.’’ Mental growth displays itself in 
behavior and can be recorded in successive stages of behavior. ‘‘The 
growth of the mind, scientifically conceived, therefore, is essentially 
the development of a sequence of behavior values which are correlated 


with the maturation of the nervous system.’’ The section contains 
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also a discussion of the parent-child relation, of children’s fears, 
and of the accidental deaths of young children. Perhaps the most 
welcome chapter is that on reducing the psychological risks in adop- 
tion. The attitude of the parent in wishing to adopt a child is 
discussed. What kind of parents are they, and why do they wish 
to adopt a child? No other single factor is more important in deter- 
mining the success or failure of adoption. Scientific methods are 
rapidly making it possible to determine the general mental level 
of a child even in infancy. Prospective parents should insist upon 
having such a diagnosis made. The adoption of a child of a mental 
level below average may be successful if the parents know that they 
are adopting such a child and are willing to undertake the task 
of its upbringing. Matters of personality and temperament are 
less measurable. A period of temporary placement in a home before 
the final decision about adoption is reached seems the only safe 
plan in determining compatability between foster parents and child. 
The second section ends with a discussion of the ways in which 
parents can be continuously advised by scientific experts in the 
management of their children. 

The third section of the book sums up the present status of scien- 
tific research in dealing with child development. It includes an 
enlightened discussion of heredity in relation to mental growth and 
finally of the scientific function of pediatrics and of psychiatry. 
Psychiatry is still lacking studies in the childhood of individuals 
who, as adults, develop mental abnormalities. ‘‘There are case 
histories in abundance, but almost devoid of data for the first months 
and years of life.’’ The scientific research worker welcomes with 
enthusiasm the stress on the great need for a psychiatry of infancy 
and young childhood. 


Heiten T. Woo.tey. 
New York City. 


Tue Epucation or CHILDREN. By Alfred Adler. New York: Green- 
berg, Publisher, 1930. 309 p. 

This book is addressed ‘‘to parents and teachers, both of whom 
may profit from the new psychological insight of the child’’. For 
the uninitiated, it offers a simple, readable presentation of what 
‘Individual Psychology’’ has to contribute to this insight and its 
direct application to educational situations. 

For those who have read the author’s previous books, there is 
nothing additional of any significance. Moreover, there are many 
who have been searching for some time for this insight and cannot 
feel that human mechanisms resolve themselves into such simplified 
patterns. In consequence, the broad generalizations and frequent 
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use of such terms as ‘‘always’’ and ‘‘never’’ appear definitely mis- 
leading, with the danger of false conclusions by those not versed 
in the possible implications. 

Probably in no other volume has the author expressed himself so 
definitely in certain controversial areas of education. What is the 
effect on mental measurement and the normal curve of distribution 
of such a statement as the following: ‘‘The great majority of school 
children are nearly always at the same level. This state of things 
does not reflect so much the development of the brain as it does the 
inertia of psychological attitudes.’’ And, continuing, ‘‘Both the 
teacher and the pupil should get rid of the superstition that the 
results accomplished by children of normal intelligence should be 
attributed to special heredity. This is perhaps the greatest mistake 
that is ever made in regard to the education of children, this belief 
in the inheritance of abilities. . ... Nor must one be influenced 
by the superstitution that there are gifted or ungifted children.’’ 
The author’s views on classification of children, visiting teachers, 
and so forth, offer plenty of opportunity for discussion, agreement, 
and—disagreement. 

MartTHa H. JAEGER. 

Columbia University. 


THE CREATIVE Home. By Ivah Everett Deering. New York: Richard 
R. Smith, 1930. 180 p. 

Joseph Lee, in his introduction to this book, writes, ‘‘This is a 
book for parents, full of most wise and practical suggestions, based 
on the author’s own experience, upon how to foster the native powers 
of their children through creative play.’’ Parents who most need 
such a book are apt to be frightened by the term ‘‘creative’’, but Mrs. 
Deering robs the word of its terror when she discusses ‘‘ creative 
kitechenry’’, the care and value of pets, the simplest carpentry, and 
weekly family evenings at home, with as much zest as music, poetry, 
or a front-lawn theater; when she mentions the usual reasons for 
parental self-consciousness before a bit of clay, a paintbrush, unusual 
thoughts or feelings, and then confides, ‘‘The sweetest musie I know 
is the little child’s frank, but kindly, ‘Pretty poor, Mother, but it’s 
better than last time; and isn’t it fun to learn, even if you are grown 
up?’ ”’ 

Adequate, but inexpensive tools are suggested, to be held in readi- 
ness within reach of the child against the moment when he feels 
impelled to create, to free himself from repression. The small child’s 
readiness for widely different kinds of activity is seen to demand 
of the parent forbearance and appreciation, rather than technical 
skill or exceptional powers of leadership. 
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Any one who means to bring up a child to be unafraid of his own 
thoughts and cravings will enjoy checking over his practices with 
those described in this little book, to see what further possibilities 
occur to him. 


GLADYS HOAGLAND GROVES. 
Chapel Hill, North Carolia. 


PSYCHOLOGICAL SERVICE FOR ScHOoL PrositeMs. By Gertrude H. 
Hildreth, Ph.D. Yonkers: World Book Company, 1930. 310 p. 
Here is the school psychologist turned job analyst on herself. The 
book is the best compendium of useful information on the subject 
that the reviewer has seen; it is, in effect, a manual of the best 
current usage. Its range is wide, covering problems as disparate as 
the organization of a school psychological staff, remedial instruction 
in special skills, clinical study of problem children, the administra- 
tion of tests, and research problems in psychology. As a manual of 
usage, treating so broad a range of fields, it is necessarily incom- 
plete at many points. But at every such point selected references 
from the ample bibliography are given, and these in themselves are 
a valuable part of the book. 

The author shows familiarity with a host of questions which are 
sure to face a school psychologist, and her book abounds with such 
practical helps as how to deal with well-meaning parents; to what 
extent test results should be divulged to pupils and to teachers; 
and next-best methods if complete facilities are not at hand. She 
shows praiseworthy caution throughout, as, for example, in her dis- 
eussion of just what certain test results do and do not mean. And 
most important of all, it is clear that she has a wholesome perspective 
in her evaluation of the administrative, instructional, and mental- 
hygiene aspects of the work of a school psychologist. 

The mental-hygiene sections of the book, however, raised certain 
doubts in the mind of the reviewer, notably the chapter on intensive 
study of individual pupils. It is probably significant that the fol- 
lowing chapter, entitled Diagnostic and Remedial Work in the Skills, 
is nearly twice as long, and contains three or four times as much 
case material. Many excellent suggestions are made in the former 
chapter for the collection of pertinent data, but with comparatively 
little indication as to how to use them, once gathered. A single 
page is given to the work of the visiting teacher. One concludes 
that although the author shows in a score of places that she is ignorant 
of neither the techniques nor the importance of mental hygiene in 
the schools, she has not completely succeeded in conveying her own 
viewpoint to the school administrator or narrowly trained psycholo- 
gist who is of average ignorance in these matters. 
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An unusually complete list of classified tests is appended. It is 
to be regretted that no information is given—in spite of insistence 
elsewhere in the book on such requirements—concerning their relia- 
bility or the adequacy of their standardization. 

The administrator will find the book valuable for its unified treat- 
ment of problems which, though ordinarily separately discussed, 
should be integrated. The school psychologist will profit by the 
wealth of practical experience revealed, particularly if he uses the 
references to which he is directed for more adequate treatment of 
specific problems. And it may be ventured that a good many celini- 
cians who are fond of talking about ‘‘the whole child’’, and who 
are of at least average ignorance about more specialized educational 
problems, will find their perspectives somewhat enlarged by a reading 
of this volume. 

THEODORE NEWCOMB. 

Western Reserve University, Cleveland. 


RECORDING AND ReEpoRTING FOR CuHILD-GUIDANCE CLINICS. Mary 
Augusta Clark. New York: The Commonwealth Fund Division 

of Publications, 1930. 151 p. 
The author has been, since 1925, consultant statistician for child- 
guidance clinics, and has been mainly responsible for developing 


the system described in this book. Before that she organized a similar 
service for health centers in New York City. For the 1924 census 
of public-health nursing and other public-health studies, she acted as 
consultant, and she has also developed methods of applying statistics 
in child-welfare work and in the study and treatment of delinquents. 

Her handbook on recording and reporting for child-guidance clinics 
is, of course, intended chiefly as an aid to clinics already established 
or for clinics in the process of organization. That it admirably 
fulfills its purpose need hardly be mentioned. It shares with other 
Commonwealth Fund publications the ability to deal clearly and 
adequately with subject material extremely helpful in the field for 
which it is intended. Preceding publication, there was a period of 
experimentation in various child-guidance clinics and particularly 
in the elinies in Cleveland and Philadelphia. The methods as pre- 
sented do not attempt to set or crystallize usages at the present time, 
but to formulate the best means available, with the expressed desire 
of furthering the evolution of this type of clinic procedure. The 
author states, ‘‘The handbook is not even now presented as a final 
product. However, the forms and procedures appear to be well 
enough standardized to constitute a complete and consistent statistical 
system.’’ 

Miss Clark very generously acknowledges the help received 
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from various sources and individuals and looks forward to help from 
many groups in meeting such problems as, for example, the best 
practicable means for evaluating the results of treatment. It seems 
necessary to call attention to the fact that the methods have been 
worked out, not only for a very elaborate clinic set-up, but also for 
the smaller clinic developed to meet the needs of a special com- 
munity situation. To those considering the organization of a child- 
guidance clinic, it will be of help to know that the Commonwealth 
Fund furnishes, without charge, a sufficient supply of forms to carry 
the system for the first two or three months of operation if such a 
elinie is recommended by the Division on Community Clinics of 
The National Committee for Mental Hygiene. The list of supplies 
and equipment needed for the first year in a newly organized clinic 
is given in great detail. In addition, those who feel the need for 
further suggestions are invited to consult the author. 

The book is freely illustrated, not only with diagrams, but als: 
with the various forms utilized. Since none of these forms are copy- 
righted, they can be used by any who desire them. It is to be hoped 
that there is no foundation for Miss Clark’s fear that some misuse 
of these methods will arise from this generosity. 

To those acquainted with the type of child-guidance clinic devel- 
oped by the Commonwealth Fund, the codrdinating and constructive 
contribution of the statistician is evident. ‘‘Records and reports 
supply administrators with facts. Report figures may confirm opin- 
ions or they may lead to revision of opinions.’’ ‘‘General conclusions 
should not be drawn from striking individual instances, but only 
from the entire experience of the clinic or, preferably, from the 
pooled experience of all child-guidance clinies.”’ 

From the point of view of clarity, the treatise leaves nothing to 
be desired. The vocabulary is non-technical. Forms and their uses 
are described fully and, when necessary, illustrations are used. Fur- 
ther, in Chapter XVI, a case is carried through its possible courses 
in the clinic from application to closure and reopening if necessary. 
The chapter headings and the index make any given item easily 
available. The selected bibliography is of assistance to further study 
in statistical methods of analysis, presentation of data, record and 
report systems, and aids to computation. Suggestions are also given 
for interpreting the information that is made available. 

The handbook deals entirely with the child-guidance clinic, but 
there would appear to be no good reason why a great many of the 
methods and forms could not be used in other types of organization, 
such as psychiatric clinics for adults as well as public-health and 
social-work groups. Utilization of uniform methods of recording and 
reporting not only pave the way for greater clinic efficiency, but 
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also facilitate the gathering of material for the elucidation of certain 
types of clinic problem. 
Harovtp I". Corson. 
Mental Health Center, Providence, Rhode Island. 


SraTIsTICS IN SociAL StrupiEs. By Stuart A. Rice. (Kdited for the 
Committee on Social Statistics of the American Statistical Asso- 
ciation.) Philadelphia: Press of the University of Pennsyl- 
vania, 1930. 222 p. 

This interesting volume comprises twelve papers dealing with 
various phases of social statistics. Some of the papers were prepared 
for presentation at an annual meeting of the American Statistical 
Association. The others were selected by the editor to give complete- 
ness to the book. 

The editor states that in the preparation of the book ‘‘the aim 
has been to exhibit the nature of the problems that are encountered 
when the methods of statistics are applied to social and sociological 
studies’’. In his opening chapter on the historico-statistical approach 
to social studies, he discusses trends and cycles in social phenomena 
and compares them with the more definite movements of business 
which, of late, have absorbed the attention of many statisticians. 
After pointing out possibilities in the compilation of historical series 
in various fields and discussing their value, he takes up the question 
of an index of social welfare. Although recognizing that such a 
general index is not at present possible, he urges that more earnest 
attempts be made to utilize series that may now be available. He 
further states that ‘‘in the process of utilization the shortcomings 
of the data will become more apparent; but so also will the possi- 
bility of strengthening the data by improvement in the methods of 
their collection’’. This is undoubtedly true, but the reviewer feels 
that more rapid progress will be made by placing greater emphasis 
on original records and original compilations of data. 

An illustration of the point in question is seen in the three papers 
dealing with statistics of prohibition. In the first of these papers, 
by Mr. Gebhart, elaborate series of unstandardized data are sub- 
mitted, together with various estimates as to the reliability and sig- 
nificance of the data. The results that Mr. Gebhart feels were ade- 
quately demonstrated are not at all acceptable to Mr. Feldman and 
Mr. Fisher, the authors, respectively, of the two succeeding studies. 
It must be evident to the reader of these papers that estimates based 
on inadequate data and strong prejudices are little if any better than 
no estimates at all. In nearly all of the papers the lack of com- 
prehensive data is frequently referred to and in several instances 
the author points out the additional data needed. 
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Professor Ogburn’s paper entitled Statistical Studies of Marriage 
and the Family is a model of statistical analysis, combining, as it 
does, close reasoning with refined statistical methods. 

Dr. Hurlin’s Statistical Studies of Dependency is an interesting 
account of recent attempts to compile data relating to poor relief. 
Here, again, a primary difficulty was found in the lack of uniformity 
and standardization of original records. Marked progress is being 
made in several different fields and the outlook for better results is 
quite promising. The author, in the closing paragraph of this essay, 
makes the wise observation ‘‘that good dependency data cannot be 
produced by command. Something more is required than merely 
to devise good forms and send them forth to be filled in. It is 
possible, however, to encourage welfare agencies to keep and to use 
good statistics. These data will improve in direct proportion to the 
extent to which they are used by the agencies producing them. 
It is, therefore, important, in devising any plan for good statistics 
of welfare work, to have in mind the possible usefulness of the data 
required to the agencies which must compile them.”’ 

Other valuable papers relate to statistics of race relations, statistics 
of crime, judicial statistics, and statistics of personality and mal- 
adjustment. 


In the last chapter Professor Kirkpatrick outlines ten lines of 
research that should be of interest to psychiatrists. He discusses 
the relative value of case records and statistical studies, and indicates 
the limitations of each. He points out that some of the generaliza- 
tions in the new psychology rest on a slender foundation. 

The book as a whole is a much needed contribution to statistical 
methodology in the social field. 


Horatio M. Pouuock. 
New York State Department of Mental Hygiene. 


SoctaL ADJUSTMENT OF THE FEEBLEMINDED. A Group-THEsIS STUDY 
Summary prepared by Helen M. Walker and Mary A. Schauffler. 
Cleveland: Western Reserve University Press, 1930. 220 p. 

This book deals with the care and supervision of mental defectives 
in the community. While the case studies and field work were made 
by students, and the various chapters were presented as theses of 
these group studies, the whole project was outlined by the Mental 
Hygiene Committee of the Cleveland Welfare Confederation under 
the guidance of psychiatrists. 

The work was directed by Dr. C. E. Gehlke, Miss Maud Morlock, 
and Miss Helen M. Walker, of the Western Reserve University, Ohio, 
and Mrs. Elizabeth Parrish Leitch, Secretary of the Mental Hygiene 
Committee. Eight hundred and ninety-eight feebleminded children 
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were studied, many from lists furnished by Dr. F. L. Keiser, Superin- 
tendent of the Ohio Institution for the Feebleminded at Columbus. 

The book consists of an introduction, which states the nature of 
the study, a statistical summary of 40 pages dealing with statistical 
data, and the body of the book, which contains sections dealing 
with various topics, some of which are as follows: Families in which 
two or more members are feebleminded; children with relatives in 
boarding homes and in institutions; the crippled mental defective; 
ehildren not in school, in school, and at work; adults over eighteen 
years of age; 125 patients released from the institution for the 
feebleminded; 97 patients of the general group who entered the 
institution for the feebleminded; and finally some conclusions from 
the study. 

The conclusions are what might be inferred from such a study, 
but they emphasize in a detailed way the acute problem often pre- 
sented by the feebleminded in the community. The insidious influ- 
ences of mental deficiency in society, the disorganizing effects 
economically and socially in the home, the need of special classes in 
school, of suitable institutions, of a program before discharge from 
institutions, all of these and other problems are dwelt upon. One 
gets the impression, not that the problem cannot be met, but that 
if it is not properly met, very unfavorable results follow. 


The book is a valuable contribution to one aspect of the subject 
of mental deficiency and will be of particular use to social workers, 
nurses, teachers, and others who are doing active field work. It will 
also be of assistance to physicians, psychologists, and administrative 
heads by affording a better understanding of community problems 
in the care of the feebleminded. 


SANGER Browy, II. 
New York State Department of Mental Hygiene. 


THE Morpi Prersonauity. By Sandor Lorand, M.D. New York: 
Alfred A. Knopf, 1931. 175 p. 


There is an increasing number of people who, though not trained 
in psychoanalysis, have become familiar with its general purport 
through professional associations and intelligent reading. These psy- 
chiatrists, social workers, and psychoanalyzed laymen should find 
Dr. Lorand’s new book of value. In the Introduction, Chapters I, 
II, and III of Part I, and Chapters I and VIII of Part II, a good 
systematic résumé of generally accepted principles will clarify many 
hazy questions that arise in ‘‘hit-or-miss’’ reading of technical litera- 
ture. The remaining eleven chapters illustrate these general prin- 
ciples with material produced in actual analyses conducted by the 
author. They give an excellent glimpse of the empirical data of 
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analysis. The male cases illustrate, successively, sexual impotence, 
indecision, narcisstic character, and social inferiority; the female 
eases, the ‘‘wish-fulfillment’’ type, the ‘‘revenge’’ type, hysteric 
characters, psycho-sexual infantilism, and the neurotic criminal. 
These terms, allotted somewhat at random, correctly indicate that 
the book deals essentially with psychoneuroties. The title of the 
book, however, is somewhat misleading, because the content does 
not exemplify the usual connotations of the word ‘‘morbid’’. The 
author’s fluent use of technical language, and his constant assump- 
tion that the reader necessarily understands what an analyst is talk- 
ing about, will prevent the book from being understood by readers 
who are not well grounded in the subject, and by some who are. But 
this will not preclude enjoyment by all whose interest the title may 
awaken. There is a Foreword by Dr. A. A. Brill, and very well 
selected bibliographies from technical literature, one for each chapter 
and one at the end of the book. 

Boston, Massachusetts. Ives HENDRICK. 


Waar You SHOULD Know Asout HEALTH AND Disease. By Howard 
W. Haggard, M.D. New York: Harper and Brothers, 1928. 
538 p. 

This is a worth-while book, giving as it does to the average layman 
and student clearly stated facts as to the conditions that underlie 
health and disease. The principles of preventive medicine are fur- 
thered by each chapter. 

The book consists of twenty-four chapters. The first discusses the 
human machine and the source of its energy. This is followed by 
chapters on the physiology and pathology of digestion, the heart, 
circulation, the lungs, the urinary system, and the skin. ‘‘Life is 
inseparably connected with the expenditure of energy and all forms 
of life possess in common the fundamental property of trans- 
forming energy.’’ In the chapter on digestion, marked emphasis is 
placed on oral hygiene. The phenomena of digestion and absorption 
are clearly described. Gastritis, food poisoning, botulinus poisoning, 
food idiosynerasies, and vomiting, are briefly considered. The use 


9? 


of the term ‘‘nervous indigestion’’ is surprising, but the author well 
stresses the fact that many of the circumstances of modern life are 
conducive to serious indigestion. ‘‘ Worry, nervousness, excitement, 
overwork, excessive use of alcohol, coffee, tea, and tobacco are the 
most common ecauses.’’ The discussion of constipation is excellent, 
and the factor of improper diet is explained in this connection. The 


habitual use of the drug type of cathartic is deplored. 
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The statistics on hookworm are interesting. ‘‘From 180,000,000 
to 240,000,000 people are infected in India; 50 per cent of the total 
population of British Guiana; 50 per cent of the laboring population 
of Egypt; 70 to 76 per cent of the farming population of the southern 
two-thirds of China; and 70 per cent of the population of American 
Samoa. The southern portion of the United States is badly infected; 
estimates from different parts give percentages varying from 20 to 70. 
The prevention of hookworm infection necessitates the disposal of 
fecal matter by sewage systems, deep burial, or chemical treatment, 
and especially the wearing of shoes.’’ 

The requirements for a completely normal diet furnish interesting 
discussion, and the treatment of diabetes and insulin therapy is also 
full of interest. In the chapter on circulation and its diseases, the 
subject of arteriosclerosis is adequately emphasized. The seriousness 
of the common head cold is indicated in the chapter on the lungs 
and their diseases, and the author stresses the importance of the 
prevention of industrial poisoning by noxious gases. <A chapter is 
devoted to parasites and the diseases they carry, and there are 
excellent short discussionss of the central nervous system, special 
senses, intelligence, and feeblemindedness. 

Problems of mental disease are mentioned briefly, and we find the 
amazing statement, ‘‘The behavior of the insane man is determined 
by the areas which are affected in his cerebrum.’’ In striking contrast 
to the insistence upon prevention in all the other chapters, mental 
hygiene receives practically no consideration. One reads of ‘‘maniac 
depressive insanity’’, which is one of the few typographical errors 
in the entire book. 

The mechanics of bones and joints and the importance of good 
posture are discussed in Chapter 18. This chapter, as well as the 
others, is unusually well illustrated. Fatigue, the effects of climate, 
and ventilation are taken up in Chapters 19 to 22. The physiology 
of sex and childbirth is constructively presented, as are the data 
regarding the growth and development of the child. The discussion 
of venereal disease is also timely. 

The publishers are to be congratulated on the general arrangement 
of the book, and it is to be hoped that it will reach all social and 
health organizations as well as those members of the general popula- 
tion who are anxious to have authentic information regarding health 
and disease. 

FRANKLIN G. EBAUGH. 

Colorado Psychopathic Hospital. 
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READINGS IN PsycHoLoagy. By R. H. Wheeler. New York: Thomas 
Y. Crowell Company, 1930. 597 p. 

The preface introduces this book as a volume that ‘‘has been written 
for the purpose of giving the beginning student in psychology access 
to a selected number of experimental investigations’’. By assembling 
in convenient form a number of excellent scientific reports and criti- 
cisms, the editor makes it possible for the student without extensive 
library privileges to obtain a clear idea of some of the methods and 
limitations of psychological research. ‘‘The selection of these read- 
ings has been determined, first, by what seems to be the dominant 
interest in psychology at the present time, second, by their accessibility 
to the editor, and third, by their relevance to the material presented 
in The Science of Psychology’’, a previous publication by the editor. 
For students who are not entirely familiar with the phraseology of 
psychological research, a glossary of technical terms is provided with 
each discussion; for those who wish to study further the subjects 
discussed, there are bibliographies. 

The plan of compilation is stated by the editor: ‘‘The readings of 
this book deal with a psychological study of man’s behavior, and with 
the conditions under which that behavior takes place. The most 
obvious of these conditions, together with their resulting behavior, 
are chosen first, conditions that pertain to man’s social life taken in 
a scientific sense. This means that the human being will be studied 
at the outset just as he is found in a natural, unrestricted environ- 
ment. Further investigation necessitates restricting the conditions of 
his behavior, but the instant this restriction is imposed, the resulting 
behavior becomes limited. It seems expedient to restrict the condi- 
tions gradually, thus gradually presenting more and more limited 
modes of behavior. The less limited the behavior under consideration, 
the more general it is; the more limited, the more its specialized 
aspects emerge. The principle adopted, therefore, in arranging the 
following readings, is a transition from the more general to the more 
particular and specialized types of material.’’ By proceeding in this 
way, the editor illustrates in the structure of the book itself the 
requirements of the eight organismic laws which he outlines in his 
introductory discussion. 

MarrHa TAyLor. 

Boston, Massachusetts. 
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LEGISLATIVE NOTES 


FREDERICK W. Brown 


Director, Statistical Department, The National Committee for 
Mental Hygiene 


The third and final session of the 71st United States Congress 
convened December 1, 1930, and adjourned March 4, 1931. The 
first session of the 72nd Congress will convene December 7, 1931. 

A sterilization law previously overlooked was ‘‘discovered’’ by 
Dr. Paul Popenoe during a visit to The Alabama Home (Partlow 
State School for Mental Deficients). This law, passed in 1923, ap- 
pears in the Alabama Political Code, 1928, Chapter 34, Article 2, 
Section 1476, and applies specifically to mental defectives at The 
Alabama Home. It reads, in full, as follows: ‘‘Treatment of in- 
mates prescribed by assistant.—The assistant with the advice and 
consent of the superintendent shall prescribe for the treatment of 
the inmates of the home, and if, after consulting with the superin- 
tendent, they deem it advisable, they are hereby authorized and 
empowered to sterilize any inmate.’’ 

In the summaries that follow new laws, new bills, and bills 
that failed are given separately, and are indexed by subject and 
presented alphabetically by states. The designations H. and S. refer 
to bills presented in the House and Senate respectively. In case 
the same bill was presented in both houses, the corresponding number 
is indieated in parentheses. The chapters designating new laws and 
action on new bills are given when known. Laws and bills of purely 
local or technical nature are not summarized. 


New Laws 
Index by Subject 

Administration and Finance 

Massachusetts, H. 68; Minnesota, H. 357; New York, H. 1066. 
Children: Defective, Delinquent, or Dependent 

Indiana, S. 166. 
Commitment and Admission 

Indiana, H. 220, S. 69; Minnesota, H. 357. 
Criminally Insane 

Pennsylvania, H. 366. 
Deportation 

Pennsylvania, H. 366. 
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Epileptics 
Minnesota, H. 357. 
Mental Defectives 
Indiana, H. 220, S. 106, S. 166; Minnesota, H. 357. 
Mental Diseases 
Indiana, S. 69; Minnesota, H. 288. 
New Institutions 
New York, H. 1066. 
Parole 
Minnesota, H. 288. 
Special Classes 
Indiana, 8S. 166. 
Statistics 
United States, S. 1812. 
Sterilization 
Indiana, H. 220. 


Indiana 

H. 220. Provides that whenever application is made for ecommit- 
ment of any person to an institution for mental defectives, it shall 
be the duty of each of the examining physicians to certify whether, 
in his opinion, such person is the probable potential parent of mentally 
incompetent or socially inadequate offspring likewise afflicted. Upon 
the hearing of the application for commitment, the court shall deter- 
mine whether the best interests of the mentally defective person and 
of society will be served by the sexual sterilization of said person. 
If the court decides in the affirmative, the court, as a part of the 
judgment and decree of commitment, shall authorize the superin- 
tendent of the institution to which the mentally defective person 
is committed to have such operation performed. Appeal from the 
findings of the court within thirty days is provided. This act in no 
way conflicts with the law of March 11, 1927, providing for the 
sterilization of mentally defective inmates of institutions. 

S. 69. Amends the mental-disease laws by providing for the com- 
mitment of war veterans to government-owned hospitals. 

S. 106. Changes the name of the Indiana School for Feeble Minded 
Youth to the Fort Wayne School, and the name of the Indiana Farm 
Colony for Feeble Minded to the Museatatuck Colony. 

S. 166. Section 1 requires that the board of school commissioners 
or school board of each city and town and the townshinv trustee of 
each township ascertain and report annually, under joint regulations 
of the state board of education and the board of state charities, the 
number of problem children and children three or more years re- 
tarded in mental development who are in attendance upon the public 


schools and who are of school age and resident in the community. 
Section 2 requires that, beginning with the school year of 1932, 
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the school authorities of cities, towns, and townships where there 
are twenty-five or more problem children and children three or more 
years retarded in mental development shall establish special classes 
or courses to give such children instruction adapted to their needs 
and mental attainments. 

Section 3 authorizes the Fort Wayne School to make its resources 
available for the assistance and training of teachers of such special 
classes in the publie schools. 


Massachusetts 

H. 68. Amends Section 4 of Chapter 19 of the General Laws, 
providing that the Commissioner of Mental Diseases may designate 
to a person or persons in the department, during his absence or 
disability, such specifie duties as he may prescribe. 


Minnesota 

H. 288 (S. 250). Increases the period of parole of patients in 
hospitals for mental diseases from six months to one year. 

H. 357. Amends Section 4500, Mason’s Minnesota Statutes of 
1927, as follows: 1. Authority for determining whether mentally 
defective persons should be admitted to the state institution is taken 
from the superintendent of that institution and vested in the state 
board of control. 

2. A similar change is made with regard to epileptics who are 
not mentally defective, with the additional provision that such per- 
sons are to be admitted to the colony for epileptics on their own 
application. 

3. Provides that, in cases where the county must reimburse the 
state for the care of mental defectives and epileptics because of the 
failure of the person legally responsible to make such payment, the 
sum may be recovered by the county from any person of sufficient 
ability legally responsible for the support of such inmate. 


New York 

H. 1066 (S. 769). Amends the mental-hygiene law by establish- 
ing the Marey division of Utica State Hospital as a separate institu- 
tion to be known as the Marey State Hospital. 
Pennsylvania 

H. 366. Empowers the courts to release criminally insane persons 


for deportation by the United States. 


United States 
S. 1812. Public Act Number 837, 71st Congress, authorizes the 


Director of the Census to compile and publish annually statistics 
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relating to crime and to the defective, dependent, and delinquent 
classes. The annual collection and publication of institutional sta- 
tistics, which has been made under authorization of the Secretary of 
Commerce since 1926, is now authorized specifically by law. 


New BILLs 
Index by Subject 
Administration and Finance 
Minnesota, H. 81; Missouri, H. 113, S. 378; New York, H. 10, 
H. 12, H. 442; Pennsylvania, 8. 53. 
Children: Defective, Delinquent, and Dependent 
Kansas, H. 36, H. 220. 
Commitment and Admission 
Connecticut, H. 591. 
Defective Delinquents 
Connecticut, H. 591; New York, H. 6. 
Discharge 
Towa, H. 69. 
Epileptics 
Ohio, 8. 20. 
Marriage and Divorce 
Illinois, S. 389; Kansas, H. 113, H. 141; New York, H. 133. 
Mental Defectives 
Connecticut, H. 591; Indiana, H. 291; Iowa, H. 69; Minnesota, 
H. 522; New York, H. 1048, S. 897; North Dakota, H. 251; Ohio, 
S. 20. 
Mental Examination of Persons Held for Trial 
Massachusetts, H. 69; Missouri, S. 378; Nebraska, H. 209; New 
Hampshire, 8. 10; New York, H. 441. 
Mental Diseases 
Connecticut, H. 58; Illinois, S. 389; Indiana, H. 291; Kansas, 
H. 113, H. 141; Minnesota, H. 522; Missouri, H. 113, S. 378; 
Nebraska, H. 199; New York, H. 1048. 
Miscellaneous 
Indiana, H. 291; Massachusetts, H. 460. 
Narcotic Addicts 
California, H. 1143. 
New Institutions, Clinics, or Departments of Institutions 
Arizona, H. 92; California, H. 1143; Connecticut, H. 
Michigan, H. 447; Minnesota, H. 81; New York, H. 6, H. 575. 
Prisoners 
Connecticut, H. 58; Massachusetts, H. 69; Minnesota, H. 
Missouri, H. 378; New York, H. 1048. 
Sterilization 
California, H. 918; Minnesota, H. 522; North Dakota, H. 
Ohio, 8S. 20. 
Transfer 
Connecticut, H. 58; New York, 8. 897. 


Arizona 


H. 92. Would provide a rest home for mothers who are suffering 
from temporary mental disturbance. 
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California 

H. 918. Would provide for the voluntary sterilization of persons 
not in institutions. 

H. 1143. Would establish two institutions, one for males and 
one for females, for the treatment of narcotie addicts. 


Connecticut 
H. 58. Would provide for the transfer of mentally diseased 
prisoners from the state prison to a state hospital. Passed by House. 
H. 591. Would provide for the establishment at the state reforma- 
tory of a department for male defective delinquents and vicious male 
mental defectives, and for commitment thereto. 


lilinots 


S. 389. Would make incurable mental disease cause for divorce. 


Indiana 


H. 291. Would prohibit the enticement of inmates from institu- 
tions for mental defectives and mental diseases. 


lowa 

H. 69. Would provide for the release of voluntary patients from 
the state institution for mental defectives at Glenwood, without court 
order. Passed by the Senate. 


Kansas 

H. 36. Would provide for the appointment by the district judge 
of each county having a population of twenty thousand or more, 
of a committee composed of a practicing physician, a graduate nurse, 


f 


and a competent business man to investigate the family history, 
environment and habits and associates of all minor children who 
have been arrested for violation of the criminal laws. 

H. 113. Would make incurable mental disease, subsequent to 
marriage and continuing for three years, cause for divorcee. 

H. 141 (S. 52). Would make incurable mental disease of five 
years’ duration, the mentally diseased person having been an inmate 
of a hospital for mental diseases, cause for divorce. The mentally 
diseased person must be afflicted with paranoia, paresis, dementia 
praecox, Huntington’s chorea, or epileptic mental disease. 

H. 220. Would create a child-welfare board, defining its duties. 


Massachusetts 

H. 69. Would provide for investigation as to the mental condition 
of persons held for trial where the offense charged is punishable by 
life imprisonment. 
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H. 460. Would provide for a special committee to investigate 
the advisability of revising the laws relative to the commitment and 
care of mentally diseased and mentally defective persons. 

Michigan 


H. 447. Would authorize the establishment of a psychiatric clinic 
at Jackson state prison. 


Minnesota 

H. 81. Would authorize the appropriation of $375,000 for the 
construction, equipment and maintenance until July 1, 1933, of a 
psychopathic hospital, to be a part of the Minnesota General Hospital 

H. 522 (S. 659). Would repeal the existing sterilization law, and 
enact in place thereof a more comprehensive law providing for the 
sterilization of persons committed to state hospitals for mental 
diseases, of mental defectives committed to the guardianship of the 
state board of control, and of inmates of state penal and correctional 
institutions who are afflicted with mental disease which may have 
been inherited and is likely to be transmitted to descendants or 
suffering from mental deficiency, perversion, or marked departures 
from normal mentality or from disease of a syphilitic nature which 
is likely to be transmitted to descendants. Would also provide for 
voluntary sterilization of persons not confined in institutions if sut- 
fering from any of the diseases or defects last described. Reported 
favorably in House. 
Missouri 

H. 113. Would provide for partial state support of mentally 
diseased persons in approved county hospitals for mental diseases 

S. 378. Would create a Division of Mental Diseases in the State 
Board of Health; provide for the inspection of persons in penal! 
institutions where mentally diseased persons are confined and treated ; 
and provide for examinations as to mental condition of persons 
involved in court trials. 


Nebraska 

H. 199 (8S. 99). Would provide for the appointment of women 
physicians for the care of women patients at the state hospitals for 
mental diseases. 

H. 209. Would provide the procedure for determining the mental 
eapacity of defendants in criminal prosecutions. The court may 
either appoint two disinterested qualified experts to examine the 
defendant or it may commit him to the proper institution for ob- 
servation and examination to determine whether he is suffering from 
mental disease or mental defect to the extent that he is unable t 
understand the proceedings against him or to assist in his defense. 





NOTES AND COMMENTS 423 


New Hampshire 
S. 10. Would provide for the mental examination of certain per- 
sons accused of crime. 


New York 

H. 6 (S. 20). Would make the house of correction for women 
at Albion an institution for the care of female mentally defective 
delinquent women, and transfer to it the inmates of the division for 
mentally defective delinquent women now at the reformatory at 
Bedford Hills. 

H. 10 (S. 14). Would appropriate $20,000 for plans and specifi- 
cations for a new state institution for defective delinquents. 

H. 12 (S. 15). Would appropriate $30,000 to acquire a site for 
a new state institution for defective delinquents. 

II. 133. Would add to the causes for divorce (1) extreme and 
repeated cruelty to endanger life and health; (2) conviction of a 
felony or infamous crime; (3) mental disease; (4) physical inea- 
pacity; (5) habitual intemperance; (6) fraud; (7) refusal to cohabit 
and desertion for a period of three years; (8) want of age of consent ; 
(9) incestuous marriages. 

H. 441 (S. 345). Would establish a new practise in court pro- 
cedure where the defendant enters a defense of mental disease or men- 
tal defect at the time of committing the crime, and authorize the court 
to appoint psychiatrists or mental experts to examine the defendant. 

H. 442 (S. 344). Would create in the Department of Mental Hy- 
giene a board to determine and certify qualified psychiatrists. 

Ii. 575 (S. 411). Would create a psychiatric clinic in connection 
with the probation department of the court of general sessions, New 
York City. 

H. 1048 (S. 682). Would provide that county-jail physicians ex- 
amine each person committed to ascertain if such person be suffering 
from any contagious, infectious, or communicable disease, mental 
disease, or mental- deficiency. 

S. 897 (H. 1214). Would provide for the transfer of inmates of 
private institutions for mental defectives on formal order of the 
Commissioner of Mental Hygiene and with the consent of the insti- 
tution. Passed both houses and sent to governor. 


North Dakota 


H. 251. Would provide for the sterilization of persons suffering 
from mental diseases and mental deficiency. Passed both houses. 


Ohio 


S. 20 (H. 120). Would provide for the sterilization of certain 
mentally defective and epileptic persons. 
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Pennsylvania 
S. 53. Would impose upon the state the entire cost of care, main- 
tenance, and discharge of mental patients. 


BILLS THAT FAILED 
Index by Subject 

Administration and Finance 

Nebraska, H. 378; New York, H. 541. 
Children: Defective, Delinquent, or Dependent 

Idaho, H. 25; Nebraska, H. 378. 
Mental Defectives 

Idaho, H. 25; New York, H. 541. 
Mental Diseases 

Connecticut, S. 449. 
Miscellaneous 

Ohio, 8S. 58. 
New Institutions, Clinics, or Departments of Institutions 

New York, H. 541; United States, S. 5093, S. 5113. 
Prisoners 

Connecticut, S. 449; Indiana, H. 304. 
Sterilization 

Indiana, H. 304. 
Veterans 

United States, 8. 5093, S. 5113. 


Connecticut 

S. 449. Would abolish the mental-disease ward at the state prison 
and provide for the removal of mentally diseased prisoners to a 
state hospital. 


Idaho 

H. 25. Would provide that the state board of education be em- 
powered to designate any public or private institution within the 
state as an opportunity school, and to authorize such institution to 
receive physically or mentally handicapped children, tuition to be 
collected from the districts having children enrolled. 


Indiana 
H. 304. Would permit the sterilization of criminals on order of 
court or jury, as an additional punishment. 


Nebraska 

H. 378. Would create a state child-welfare bureau in the office 
of the state superintendent of public instruction. 
New York 

H. 541 (S. 3483). Would appropriate $55,000 for a site for a new 
institution for mental defectives. 
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Ohio 

S. 58. Would permit the treatment of human ailments by prayer 
where prayer only is practiced and no material substance used and 
where communicable disease regulations are observed. 


United States 
S. 5098. Would authorize the erection of a Veterans’ Bureau 
hospital with psychiatric division in the southern part of California. 
S. 5113. Would authorize the erection of an addition to the 
Veterans’ Bureau hospital at Camp Custer, Michigan. 


REPORT OF THE COMMITTEE ON THE MEDICAL ASPECTS OF CRIME. 

The National Crime Commission has recently published the report 
of its Committee on the Medical Aspects of Crime. This report is 
the result of several years of study and investigation by the com- 
mittee under the chairmanship of Mrs. Richard Derby. The other 
members are Mrs. E. M. Townsend, Judge Frederick P. Cabot, Judge 
Franklin C. Hoyt, Hon. Elon H. Hooker, Hon. John M. Parker, Hon. 
Gustavus Pope, Hon. E. A. Van Valkenburg, Mr. William Allen 
White, Colonel Arthur Woods, and the Hon. Ray Lyman Wilbur. The 
committee was assisted by Dr. Frankwood E. Williams, Medical Diree- 
tor of The National Committee for Mental Hygiene; Dr. Sheldon 
Glueck, assistant professor of criminology at the Harvard Law School, 
and Dr. Winfred Overholser, Director of the Division for the Ex- 
amination of Prisoners of the Massachusetts Department of Mental 
Diseases. Special committees of the American Medical Association, 
the American Psychiatrie Association, and the American Bar Associa- 
tion also codperated in the work. 

As stated in the introduction to the report, the medical aspect of 
crime to which the committee has devoted most of its attention is the 
psychiatrie—‘‘the aspect involving the mental make-up of the criminal 
himself.’’ This was considered of special importance because of the 
great interest it has for the public, notably in connection with ‘‘ex- 
pert testimony’’ in criminal trials. To the lay mind ‘‘expert testi- 
mony’’ is synonymous with psychiatric testimony. The distrust and 
suspicion with which such testimony has come to be regarded are 
largely due to the fact that the layman’s knowledge of it is derived 


almost exclusively from the ‘‘ battles of experts ’’ in certain notorious 


trials over which publie emotion is strongly aroused. Little is known 
of the many cases in which there is no disagreement among the ex- 
perts. Moreover, the legal restrictions under which such testimony 
is given are unfair to the psychiatrist, as is also the fact that it must 
be presented to a jury of laymen unfamiliar with medical terms and 
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the medical point of view and often none too highly endowed with 
intelligence. 

The committee discusses the various remedies that have been pro- 
posed to do away with a state of affairs that is generally recognized 
as undesirable, and concludes that there is only one that is thoroughly 
satisfactory—the so-called ‘‘Briggs Law’’! of Massachusetts, which 
provides for the psychiatric examination of any person indicted by a 
grand jury for a capital offense, or any person known to have been 
indicted for any other offense more than once or to have been previ- 
ously convicted of a felony who is indicted by a grand jury or bound 
over for trial in the Supreme Court. This provision assures ex 
amination by competent, unbiased examiners, and assures further that 
within the legal classes designated, the mentally incompetent will be 
discovered and properly dealt with. As it has worked out in Massa- 
chusetts, this law has practically done away with the ‘‘battles of 
experts’’, for although a defendant is still legally entitled to his 
experts, the defense counsel, in almost every case, is willing to accept 
the findings of the examiners, who are known to be competent and 
neutral. 

Another problem of the courts that calls for psychiatric assistance 
and advice is that of the disposition of cases that come up for sentence. 
Many offenders, though not legally insane, have abnormalities that 
eall for specialized types of treatment. The courts are already be- 
ginning to recognize this, and many of them have either established 
psychiatric clinics of their own or are making use of public or semi- 
public elinies in their vicinity. A questionnaire on this subject sent 
out by the committee to criminal courts all over the country brought in 
replies from 1,168, every state except New Mexico being represented.* 
Of these, 110 (9.4 per cent) made use of the services of a psychiatrist, 
either employed by the court on full time or part time or furnished 
by some other public agency, while 70 (6 per cent) were served by 
psychologists. Five hundred and eighty-four (584) judges expressed 
an opinion as to the value of psychiatric advice as an aid in the dis- 
position of eases, and 81 per cent were partly in favor of it. Many 
of them, however, are hampered by rigid laws or by a desire for 
‘feconomy’’ on the part of the appropriating authorities. The point 


1 For a discussion of this law, see State Legislation Providing jor the Menta! 
Examination of Persons Accused of Crime, by Sheldon Glueck. (MENTAL HYGIENE, 
Vol. 8, pp. 1-19, January, 1924.) See also A Tentative Program of Codédperation 
Between Psychiatrists and Lawyers, by Sheldon Glueck. (MENTAL HYGIENE, 
Vol. 9, pp. 686-98, October, 1925.) 

2 For a full report of this survey, see Psychiatric Service in Penal and Reforma 
tory Institutions and Criminal Courts in the United States, by Winfred Over- 
holser, M.D. Menta HYGIENE, Vol. 12, pp. 801-38, October, 1928. 
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that particularly needs to be emphasized is that money expended on a 
eourt clinic is amply repaid in the form of more efficient protection 
against the criminal. The aim of the clinic is the protection of 
society, not, as many people seem to think, the ‘‘coddling’’ of the 
criminal. 

A supplementary survey conducted by the committee showed that 
there is no uniformity of standards in the selection of psychiatric 
advisers by the court. Moreover, of the 76 courts that answered 
the supplementary questionnaire, 26 examined less than 10 per cent 
of all the eases coming before them, the selection being made either 
by the court, the probation officer, the prosecutor, or the defense 
eounsel. Another point brought out was the need of providing the 
smaller courts with psychiatric facilities, either by means of a travel- 
ing psychiatrist or a traveling clinic. 

The more intelligent disposition of offenders, the committee points 
out, calls for a greater variety of institutions to deal with the various 
types. Institutions for defective delinquents have been established in 
some states, but other types are needed, such as institutions for psy- 
chopathie offenders and for first offenders as distinguished from 
repeaters. Greater discretion permitted to judges in the matter of 
length of sentence and a highly elastic indeterminate sentence are 
other developments necessary for a better disposition of offenders. 
Here, again, the committee emphasizes the importance of these meas- 
ures from the point of view of the welfare of the society, quite irre- 
spective of their benefits to the criminal. 

The report goes on to discuss the work of the special committees 
of the American Psychiatrie Association, the American Medical 
Association, and the American Bar Association which have codperated 
with the Committee on the Medical Aspects of Crime.? The resolu- 
tions of the American Bar Association in favor of psychiatric service 
for courts and penal institutions are quoted in full as especially im- 
portant. The report includes also a short statement from each of 
the three organizations, presenting its position as to the function of 
psychiatry in relation to crime. The spokesman for the American 
Bar Association is Professor Rollin M. Perkins, chairman of its Com- 
mittee on Psychiatrie Jurisprudence; The American Psychiatric 


1See Use of Psychiatric Facilities in Criminal Courts in the United States, by 
Winfred Overholser, M.D. MENTAL HYGIENE, Vol. 13, pp. 800-08, October, 1929. 

2 Reports on the work of these committees have been published from time to 
time in MENTAL HYGIENE. See Legal Aspects of Psychiatry (MENTAL HYGIENE, 
Vol. 10, pp. 883-88, October, 1926); Report on the Legal Aspects of Psychiatry 
(MENTAL HyGIENE, Vol. 11, pp. 884-89, October, 1927); and American Bar 
Association Recommends Psychiatric Service for Courts and Penal Institutions 
(MenTaL Hyaienr, Vol. 17, pp. 210-212, January, 1930). 
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Association is represented by Dr. George M. Kline, chairman of its 
Committee on the Legal Aspects of Psychiatry; and the official views 
of the American Medical Association are taken from an editorial 
entitled Psychiatry in Relation to Crime, which appeared in the 
Journal of the Association, August 2, 1930. 

In closing, the report touches briefly upon the question of the 
prevention of crime, stressing the necessity for an early detection of 
mental deficiencies and abnormalities. As a means to this end, the 
development of child-guidance elinies and public-school elinies is 
commended, and it is urged that the laws relating to the commitment 
of the mentally ill be made as liberal as possible, since easy commit- 
ment will tend to bring about early treatment, with a greater chance 
of recovery and a satisfactory social adjustment. 

The following recommendations are offered: 

‘*1. That the several states establish as rapidly as prac- 
tical appropriate institutions for the various types of of- 
fenders, in order that a greater degree of classification may 
be brought about. 

‘*2. That the larger courts be encouraged to establish their 
own psychiatric clinics and that the state establish, so far as 
possible, facilities which shall be available to the smaller 
courts, to the end that each court may have available to it a 
psychiatric service made up of competent and impartial 
psychiatrists, psychologists, and social investigators. 

‘*3. That the several states extend the principle of the in- 
determinate sentence and the greater discretion of judges 
in disposing of eases. 

‘*4. That as a means of avoiding the scandal attendant 
upon the prevalent system of psychiatric expert testimony, 
the several states be urged to adopt a law similiar in prin- 
ciple to that known in Massachusetts as the ‘Briggs Law’, 
providing for the impartial and routine examination under 
state authority of persons held on criminal charges. The 
extent of the groups so examinable might well be dependent 
partly upon the laws of the particular state and partly upon 
the availability of competent psychiatric personnel. Your 
committee is cognizant of the fact that trained psyzhiatric 
personel is in many places inadequate in numbers. It is con- 
vineed, however, that the supply will follow the demand and 
if a substantial interest on the part of the state can be shown 
in personnel of this sort, properly trained individuals will in 
increasing numbers follow this line of service.’ 
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**ScrENcCE Looks AT PEOPLE’ 

Under the above title, the Survey Graphic for April, edited by 
Mary Ross, has brought together a series of articles in which specialists 
in various fields—biology, anatomy, psychology, anthopology, sociol- 
ogy, and eugenics—have discussed the bearings of their respective 
sciences upon problems of human welfare and human destiny. The 
number is divided into two parts. Part I, entitled The Measure of 
Man, opens with an article by Professor H. 8. Jennings, head of 
the department of zoology of John Hopkins University and author 
of The Biological Basis of Human Nature, who explains, in his clear 
and charming style, the relative réles of nature and nurture in the 
development of the individual, with special reference to matters of 
character and conduct. It is both possible and worth while, he states, 
to improve the human breed through encouraging the propagation 
of superior individuals and discouraging the propagation of those 
with certain types of defect, but this will be a long and difficult 
task. In the meantime, all improvements that can be brought about 
through the bettering of conditions are so much to the good. T. Win- 
gate Todd, professor of anatomy at Western Reserve University and 
director of the Brush Foundation, Cleveland, in his paper, The Tell- 
tale Skeleton, describes how the skeleton records the developmental 
process of the individual so that the life histories of children can 
be read with startling accuracy from roentgenograms of their bones. 
Frank N. Freeman, professor of educational psychology at the Uni- 
versity of Chicago, whose studies of the effects of environment on 


the intelligence of children are well known, contributes a paper, 


What We Call Intelligence, in which he criticizes the concept of 
intelligence as a fixed, unchanging quality and brings forward evi- 
dence in favor of regarding it as dependent upon a number of factors 
and capable of improvement through education and experience. In 
an article entitled The Pattern of Personality, Dr. Abraham Myerson, 
professor of neurology at Tufts Medical School, shows how what is 
known as personality is built up through the interaction of forces 
in the individual and in the environment. The final article, in 
Part I, The Drift of the Social Sciences, by Donald Slesinger, out- 
lines the development of the social sciences from their origin in social 
philosophy, through the stage when they were mainly concerned with 
reforming and improving immediate conditions, to the phase that 
they are just entering—that of the objective search for truth. Mr. 
Slesinger is chairman of the Social Science Research Committee of 
the University of Chicago. 

Part II, which is headed The Race Climbs Upward, deals with the 
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broader problems of population and race. It includes articles by 
William Fielding Ogburn, professor of sociology at the University 
of Chicago; Henry Pratt Fairchild, professor of sociology at New 
York University and president of the American Eugenics Society; 
Roswell F. Johnson, secretary of the American Eugenics Society 
and professor of eugenics at the University of Pittsburgh; Frank W. 
Notestein, of the Division of Research of the Milbank Memorial Fund; 
Guy Irving Burch, executive secretary of the Population Reference 
Bureau and chairman of the American Eugenics Society’s Committee 
on Immigration, Legislation, and Birth Control; Otto Klineberg, of 
Columbia University ; Dr. Haven Emerson, professor of public-health 
administration at Columbia University ; and Leon Whipple, professor 
of journalism at New York University. 

Whether or not one agrees with the points of view expressed in 
these articles, one could not fail to be fascinated and stimulated by 
the vistas they open up. No one who is interested in human problems 
should miss this number of the Survey Graphic. 


PAPERS OF THE First INTERNATIONAL CONGRESS ON 
MentTAL HYGIENE TO LIBRARIES ABROAD 

A number of libraries and institutions abroad have requested 
sets of the German and French editions of the papers of the 
First International Congress on Mental Hygiene, which were 
printed in advance of the Congress. Sets have thus far been 
deposited with the following libraries: Belgiwm—Library, Uni- 
versity of Brussels, University of Ghent, University of Liége, 
and University of Louvain (1 set each, French); Estonia— 
Library, Neurological Clinic, University of Tartu (2 sets, German) ; 
Finland—Mrs. Karin Neuman-Rahn, Honorary Secretary, Society 
for Psychic Health (4 sets, German, for hospital and social-work 
libraries) ; Votenskapliza, Foreningamas Bibliotek, Helsingfors, and 
Abo Akademis Bibliotek, Abo (1 set each, German); France— 
Bibliothéque de la Faculté de Médecine, Bibliothéque des Internes 
en Médecine de 1’Asile Clinique, Bibliothéque de 1l’Hopital Henri 
Rousselle, Bibliothéque Sainte-Genevieve, Bibliothéque de la Clinique 
Annexe de Neuropsychiatrie Infantile, and Clinique des Maladies 
Mentales, of Paris (1 set each, French); Germany—Biicherei der 
Deutschen Forsehungsantalt fiir Psychiatrie, Munich, and Univer- 
sitat Bibliothek, Jena (1 set each, German); Holland—Psychiatric 
Clinie of the University of Groningen, Psychiatrie Clinie of the Uni- 
versity of Utrecht, Psychiatric Clinic of the University of Amsterdam, 
and Psychiatrie Clinie of the University of Leiden (4 sets, 2 French 
and 2 German) ; Centraal Bureau voor Maatschappeelijk Hulpbetoon, 
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and Medisch-Opvoedukundig Consultatiebureau, of Amsterdam (1 set 
each, German) ; Hungary—Dr. Rudolf Fabinyi, Director of Hungar- 
ian State Institute for Mental and Nervous Diseases, Budapest-Lipét- 
mezei (25 sets, 20 German, 5 French, for university libraries and 
libraries of state hospitals and clinics) ; 7taly—Biblioteca Universi- 
taria, and Biblioteca Comunale dell’Archiginnasio, of Bologna (1 set 
each French); Japan—Dr. Shuzo Kure, Medical College, Keio 
Gijuku University of Tokyo (10 sets, German, for university, hos- 
pital, and elinie libraries) ; Latvia—Dr. Hermann Buduls, Dean of 
the Faculty of Medicine, University of Riga (5 sets, German, for 
university, hospital, and clinic libraries) ; Norway—Dr. Sigiird Dahl- 
strém, Medical Superintendent, Municipal Psychiatrie Clinic of Oslo 
(20 sets, 10 French, 10 German, for libraries of state hospitals) ; 
Dr. Oermulo Oedegaard, Psychiatrisk Klinikk of Vinderen (4 sets, 
German, for university libraries) ; Poland—Dr. Adamski, Vice-Di- 
rector of Department of Health Service, Ministry of Interior, Warsaw 
(20 sets, French, for hospital libraries); Library, University of 
Warsaw, University of Lwéw, University of Krakow, University of 
Poznan, and University of Wilno (1 set each, French); Library, 
Psychiatrie Clinie of Warsaw, Psychiatrie Clinic of Lwoéw, Psychi- 
atrie Clinic of Krakow, Psychiatrie Clinic of Poznan, and Psychiatric 
Clinic of Wilno (1 set each, French) ; Rowmania—Professor Dr. G. 
Marineseo of Bucarest (1 set, French); Library of the Faculty 
of Medicine of Bucarest, Library of the Faculty of Medicine of 
Yassy, and Library of the Faculty of Medicine of Cluj (1 set each, 
French) ; Neurologic Clinie of Colentura Hospitals of Buecarest, Cen- 
tral Hospital of Bucarest, Socola Hospital of Yassy, Psychiatric 
Clinie of Cluj, and Neurologie Clinie of Cluj (1 set each, French) : 
Sweden—Library, Caroline Medical Institute, and Library, Psychi- 
atric Hospital of Stockholm (1 set each, German); Switzerland— 
Dr. André Repond, Medical Superintendent, Maison de Santé de 
Malévoz, Monthey-Valais (6 sets, 3 French, 3 German, for special 
libraries) ; Library, University of Berne and Library, University of 
Zurich (1 set each, German); Library, University of Geneva, Uni- 
versity of Basel, University of Lausanne, University of Fribourg, 
and University of Neuchatel (1 set each, French); Ecole Polytech- 
nique Federal of Zurich, and Bibliothéque Nationale Suisse of Berne 
(1 set each, German). 


REPorRT OF THE RoyaL EpinsuraH Hospirau 


The report of Dr. George M. Robertson, physician-superintendent 
of the Royal Edinburgh Hospital, for the year 1930 has so much 
that is of interest that MenTaL Hyaiene is republishing the following 
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portions of it. The report is the Hundred and Eighteenth Annual 
Report of the hospital. 


WHAT IS DONE FOR MENTAL HEALTH? 

If this question had been asked only a dozen years ago, the answer 
would have been confined to an account of the treatment given in our 
two great mental hospitals—the Royal Edinburgh Hospital at Morning- 
side for paying patients, and Bangour Hospital for rate-aided patients. 
What these hospitals did for the patients treated in them was admirable, 
but their whole work was carried on within their walls and dealt with 
advanced cases. Early treatment and the prevention of mental disorder 
were scarcely attempted by them. 

The progress made in the treatment of the sick in mind within this 
limited field during the last quarter of a century has been amazing. 
It may be summed up in the two words ‘‘de-asylumization’’ and 
‘*hospitalization’’, developments in which Scotland has played a leading 
part. We are all proud of the skill and consideration with which the 
sick poor are treated in our general hospitals. Can we now apply similar 
standards to our mental hospitals? In answer to this question, I quote 
what is said by the distinguished lecturer on the history of medicine in 
London University: ‘‘It is probable that there is now no class of sick 
person who is more skilfully and considerately cared for’’ than the sick 
in mind.1 

The great defect of our efforts twelve years ago was that they were 
entirely intramural. Mentally sick persons also could not be admitted 
to mental hospitals unless they passed a severe legal test, known as 
certification. On sentimental grounds, this was a most objectionable 
proceeding. On medical grounds, it was a cruel barrier to early treat- 
ment, because by the time it could be surmounted the disease had often 
progressed so far that in many cases treatment towards recovery was 
hopeless. 

The trend of medical science to-day is towards early treatment and 
prevention, and in no department are these objects more important than 
in psychological medicine. There is here a further principle to be ob- 
served—viz., to begin treatment with the young. The mind is then 
plastic, and if the first small departures of behavior from the normal 
path be noted, it is not then difficult to lead the transgressor back. 

If early treatment and prevention are to be our ideals in relation to 
mental health, then every barrier to their realization must be surmounted. 
Within the mental hospital emphasis must be placed on voluntary treat- 
ment as opposed to certification, as that stands in the way of every 
attempt at early treatment. The physicians of mental hospitals also can 
never fulfil their destiny of preserving mental health and of preventing 
mental disorder so long as they confine their efforts to intramural treat- 
ment. They must enter into the life of the community. 

The following is a brief survey of what is now being done for mental 
health in Edinburgh along such lines, under the auspices of the Royal 
Edinburgh Hospital for Mental and Nervous Disorders. 


1A Short History of Medicine, by Dr. Charles Singer. Oxford: Oxford Uni 
vorsity Press, 1928. p. 292. 
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THE UNIVERSITY PSYCHOLOGICAL CLINIC FOR CHILDREN AND JUVENILES 

The first of these agencies for mental welfare is the University Clinic 
for Children and Juveniles at 37 Morningside Park. The work here is 
mainly done by the members of the psychological department of the 
university under Dr. Drever, the reader in psychology. Collaborating 
with him are Dr. Charles MacNeil, physician to the Sick Children’s 
Hospital, upon whom has fallen the mantle of that great pioneer, Dr. 
John Thomson, and the staff of the Jordanburn Hospital. 

This clinie is for the study and treatment of behavior problems of 
every conceivable kind, but all having a mental or nervous basis. These 
include lying and stealing, self-consciousness and excessive daydream- 
ing, ungovernable temper, and bad personal habits. Not always does the 
problem arise through the fault of the young people themselves. It may 
be traced to their foolish upbringing or to an unhappy atmosphere at 
home. Constant friction between father and mother may result in the 
creation of an attitude of anxiety and fear that handicaps a child 
throughout life. The problem may, of course, be due to some infirmity 
of his or her own will or temper, or be the consequence of some nervous 
affection of a physical nature which the physician may alleviate. 

Although care has to be taken not to exaggerate the significance of 
these minor aberrations, yet early misdemeanors may be grounds for 
anxiety. They may develop into antisocial tendencies that ultimately 
bring the child or youth to misery or disgrace. The treatment of these 
cases is mainly on psychological lines, and after a thorough psychological 
and physiological examination, this may be given through the co- 
operation of many parties—the psychologist, the physician, the teacher, 
the employer, and the social worker. Excepting in those suffering from 
severe mental defect, results are usually favorable. 

For several years Dr. Drever has done clinical work of this kind, with 
very limited resources at his command, within the walls of the Old 
University, but the Royal Hospital has now provided a well-furnished 
establishment in which he and his staff can in future carry on their work 
in collaboration with medical colleagues. The building is ample in size 
and excellently planned. It contains waiting, conference, secretarial, 
play, and social-service rooms, and five well-lighted examination or 
research rooms. A gift of £400 was generously given by Sir Thomas 
Catto for furnishings. A trained nurse is in attendance. It is hoped 
that the educational authorities, the Juvenile Organizations’ Committee, 
social agencies generally, the courts, and, most of all, headmasters and 
family physicians will avail themselves of the services of this well- 


staffed clinic for the young. The services it renders are gratuitous. 


MENTAL OUT-PATIENT CLINICS 

Next come the out-patient clinics of the Royal Infirmary and the 
Jordanburn Hospital. The former is held on Tuesdays at two, and it 
has been in successful operation for about eight years. It is staffed by 
physicians from the Royal Edinburgh Hospital, and it deals with cases 
coming from a wide area. The clinie at the Jordanburn Hospital is of 
more recent origin and is held daily at two. All those seen there come 
recommended by their own doctors. At these clinics, the poor, who are 
unable to afford fees for consultations can obtain advice from specialists 
in the department of mental medicine. Formerly such advice was beyond 
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their reach, and they drifted along, often suffering great distress and 
giving much anxiety to their friends. Expert advice and treatment are 
now available when treatment is likely to be beneficial, and they and 
their friends are thus spared much misery. A distressing gap in the 
medical services for the poor has thus been filled up. 


JORDANBURN NERVE HOSPITAL 

About a fifth of those seen at these mental out-patient clinics require 
hospital treatment. They must have rest and a change of environment, 
because their breakdown is often the sequel to ill-health, domestic 
anxieties, and overwork. In their small and overcrowded homes it is 
impossible for them to get the attention they require and to enjoy that 
peace of mind which is essential for the treatment of nervous complaints. 

In the past these patients had nowhere to go. They struggled on as 
they could till they got over their nervous symptoms, or else they gradu- 
ally became more unfit to carry on and finally collapsed, when they were 
certified and placed in a mental hospital. The Jordanburn Nerve Hos- 
pital now provides suitable accommodation and treatment for them. 
This is a voluntary hospital resembling the Royal Infirmary, excepting 
that it is reserved for persons suffering from nervous symptoms. These 
include headaches, sleeplessness, nervous exhaustion, depression of 
spirits, anxiety states, morbid fancies and impulses, as well as symp- 
toms such as paralysis. The hospital is not a mental hospital nor is it 
under the Lunacy Acts. It is a voluntary hospital of a unique type for 
sufferers from ‘‘nerves’’. Since it was opened, a hospital on similar 
lines, but for paying patients only, has been started in London,! and 
others will no doubt follow the example set. 

The patients at the Jordanburn Hospital pay what they can afford, 
up to six shillings a day, and about a third of the treatment given is 
of a charitable nature. 


SOCIAL SERVICE 

Most of those attending the out-patient clinics do not desire hospital 
treatment, but if treatment at home is to be successful, many require 
help to change their ways of living or to devise plans to ease the strain 
of their burdens. When thought desirable, a social-service worker 
attached to the clinic goes to the home of the patient and inquires into 
all the circumstances that may have a bearing on the nervous break- 
down. How extensive these may be can be imagined. 

The home may be povertystricken and gloomy; there may be a sick 
child, an aged parent, or a flighty daughter; the husband may be 
aleoholie, neglectful, or unfaithful, or a neighbor may be troublesome 
and quarrelsome. It is futile for a doctor to prescribe treatment for 
nervous complaints in such cases without a knowledge of the home con- 
ditions. The social-service worker, however, brings to him the facts he 


has to face, and he cannot shirk the issue by merely writing out a 
prescription and dismissing the case. If the work be done at all, a 
beginning must be made to solve these problems at home, and the case 
must afterwards be carefully followed up. Such work is preventive 
medicine of the finest kind in its truest and highest sense. The social- 


1The Woodside Nerve Hospital. 





NOTES AND COMMENTS 


service work done at the Royal Infirmary clinic has been generously sup- 
ported by ‘‘The Wilson Trust’’. 


THE UNIVERSITY AND TEACHING 

The Royal Edinburgh Hospital is associated with all these agencies for 
mental health and welfare, and through the hospital these agencies are 
also linked up with the university and with teaching. This is for the 
good of the sick, because it is well known that contact with a medical 
school is a sure method of keeping treatment abreast of the times. The 
managers of the Royal Edinburgh Hospital have again and again for 
1 century referred to the advantages of this connection. To further this 
vbject, twelve years ago, they founded the Chair of Psychiatry (the 
Healing of the Mind) in the University of Edinburgh, by which the 
interests of the hospital and the university were permanently bound to 
one another. Two years ago they strengthened this union by building 
an excellent lecture theater at the Jordanburn Hospital, accommodating 
an audience of over 250, which is provided with every convenience and 
appliance for teaching. 


AIMS AND RESPONSIBILITIES 

3y the provision of these agencies, all introduced during the course of 
the last twelve years and codrdinated under one authority, Edinburgh 
has at its service a more compact and complete organization dealing with 
mental health than probably exists in any other city in Great Britain. 
These consist, as already mentioned, of the elinie for children and 
juveniles, the mental out-patient departments, social service, the Jordan- 
burn Nerve Hospital, and this invaluable connection with the university 
and the medical school. The managers of the Royal Edinburgh Hospital 
regard the mental welfare of the community, both in its preventive and 
in its curative aspects, as their special province, just as bodily health is 
the concern of the Royal Infirmary, and they have endeavored within 
the limits of their ability to do their duty to the poor and to those of 
moderate means, in the manner indicated. 

The liabilities they have incurred in perfecting these organizations 
for the preservation of mental health in Edinburgh are considerable. 
The Jordanburn Hospital is an old building that was available, but to 
modernize it by providing it with new sanitation, central heating, electric 
lighting, a verandah for fresh-air treatment, and a new entrance, cost 
£20,000. In addition, the out-patient department of the Jordanburn 
Hospital cost £10,000. The endowment of the Chair of Psychiatry 
absorbed £10,000, and the lecture theater £8,000. To purchase and fit 
up the clinie for the young cost an additional £2,000. There was thus 
a total expenditure incurred during the last twelve years of £50,000. 

The only form of return for this expenditure is the gratitude of those 
who have benefited by the treatment given. It is hoped, however, that 
financial help may be received from those who have enough and to spare, 
and who realize, perhaps for the first time, the value of this unique 
organization for the preservation of mental health. These facts are 
also brought to the notice of members of the legal profession, who are 
sometimes asked to advise clients. The municipality in general, and 
especially those departments concerned with public health and education, 
should realize the medical and social benefits that are being conferred 


by this private corporation on the whole community. After the Royal 
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Infirmary, which is so generously supported, it is the most important 
medical institution in Edinburgh. 


THE ASSOCIATED NURSING HOMES 


The managers have not neglected the needs of the poor or those of 
small means, nor have they overlooked the requirements and the demands 
of those who are prepared to pay for special accommodation such as 
they are accustomed to. They have, during the last twelve years, estab- 
lished a series of ten associated nursing homes where those suffering 
from nerves and simple forms of mental disorder may be treated. These 
homes, which have the same status as other nursing homes, are well 
equipped, are under the capable administration of experienced matrons, 
and in them patients may be treated to recovery by their own doctors. 
Owing to the number of these homes, no two of which are alike, a patient 
or his doctor can select that which suits his requirements best, and the 
number of patients in each home being small, individual attention can 
be given. These nerve homes, under disinterested management, are an 
entirely new departure; that they have filled a gap in the provision for 
the sick and are appreciated by the better endowed class, whose comforts 
and interests they serve, is apparent from their very great success. 


THE MENTAL HOSPITAL ITSELF 

There still remains to be mentioned the mental hospital itself, con- 
sisting now of Craig House and the West House, the parent institution 
which for more than a century has cared for the mentally ill. It has 
naturally seen many changes during that long period of time. So far 
as buildings and site are concerned, there can have been few develop- 
ments in the history of any medical institution more remarkable than 
the erection forty years ago of Craig House on Craiglockhart Hill, a 
magnificent building on a wonderful site. To erect tms noble edifice 
to-day would cost over a quarter of a million pounds. The most notable 
change during the last twelve years, apart from the hospitalization of 
the institution, a revolution that has been described in former reports, 
has been the manner in which patients now enter and remain voluntarily 
for treatment instead of being detained under certificates and a sheriff’s 
order. Some members of the Royal Commission appointed to inquire 
into the state of mental disorder in England could scarcely believe that 
the majority of our patients came to us voluntarily. Yet such is the 
ease. This gratifying result is mainly due to a realization by the public 
of the fact that a mental illness is very much like a bodily illness, and 
that if taken in time and suitably treated, recovery from it may be ex- 
pected to take place. The Royal Commission emphasized this point in 
their report: ‘‘It has become increasingly evident by us’’, they say, 
‘that there is no clear line of demarcation between mental illness and 
physical illness, ’’ 

Owing to the enterprise of the managers of the Royal Edinburgh 
Hospital, those suffering from nervous and mental disorders have the 
choice of a greater variety of means and methods of treatment in this 
city than exists anywhere else, and their hospital has become the greatest 
of its kind for private or paying patients. It receives all classes within 
its walls, and in one respect it is more ‘‘open to all’’ than the Royal 
Infirmary. A most deserving class of the community, those with mod- 
erate incomes, who are prepared to pay for their treatment according to 
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their limited means, cannot obtain such treatment in the Royal In- 
firmary, but for this and every other class, when suffering from nervous 
disorders, accommodation and treatment in conformity with their means 
are provided by the Royal Edinburgh Hospital. . .. . 


A BUST OF PHILIPPE PINEL UNVEILED 

An historical event of interest was the unveiling on the 26th of 
September, 1930, of a bronze bust of Philippe Pinel, a replica of one 
in the Academy of Medicine in Paris, by His Excellency M. de Fleuriau, 
the French Ambassador, to commemorate the centenary of his death. 

About 1820, three young doctors from Edinburgh studied mental 
diseases in Paris and came under the influence of Pinel, the great 
reformer, and his friend and pupil Esquirol, the greatest psychiatrist 
of modern times. About twenty years later, these three became man- 
agers of the Royal Hospital at a time when the West House was being 
planned and built. Through their influence a bust of Pinel was carved 
over the entrance archway to the West House, the first memorial to 
Pinel to be erected anywhere. The West House now has a new entrance, 
and in a niche on an ornamental gable near the front door, the centenary 
bust has been placed. It is hoped in time to have, in addition, four 
bronze plaques inserted on this gable to the following: to Dr. Andrew 
Duncan, the founder; to William Tuke, of York, whose humane methods 
we adopted; to Dorothea Dix, the American to whom we owe the Scottish 
Lunacy Laws; and to Florence Nightingale, to whom the sick in mind 
as well as the sick in body owe so much. 

The names of the three physicians who studied in Paris and after- 
wards became managers were Sir Alexander Morison, Sir Robert 
Christison, and Dr. Andrew Combe. ... . 


VISIT TO AMERICA 

Last year I was invited to the First International Congress on Mental 
Hygiene, held at Washington, and spent an invaluable month afterwards 
visiting universities and hospitals in the United States and Canada. I 
found that lay propaganda, social service, occupation therapy, and 
hydrotherapy were more highly organized in their best centers than they 
are in this counfry. Apart from this, great problems relating to mental 
disorders have a way in America of springing up suddenly, and it was 
most inspiring to observe the confident, resourceful, and thorough manner 
in which these difficulties were faced, whatever their nature. The man- 
agers, on my recommendation, also gave Dr. McAlister, my deputy, three 
months’ leave to study transatlantic methods at greater leisure, at the 
various institutions that had impressed me. Like myself, he was received 
with the greatest kindness, and he has brought home new ideas, new 
points of view, and a zeal stimulated by his contact with enterprising 
colleagues. Above all things, there is always to be found in the progres- 
sive institutions of America an active life and movement. . . . 


MENTAL HOospPITALs IN THE FRENCH COLONIES 


The following aceount of mental hospitals in the French colonies 
appears in a recent issue of the Journal of the American Medical 
Association: 
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A comprehensive article on the psychopathic hospitals of the French 
colonies has just been published. There are not so many of these, but 
they are nearly all modern and remarkably well organized. They were 
built, in the first place, chiefly for the care of Europeans. The natives 
have a different idea of insanity from ours. The mental patient, as they 
view him, is a being inspired by some spirit and hence commands 
respect. But with the increase in the number of native physicians and 
nurses, these ideas are becoming modified, and all the present hospitals 
are beginning to admit native mental patients, so that it has become 
necessary to provide several different sections, in order to separate the 
races and the sexes. The spread of alcoholism has contributed a great 
deal to the increase in the number of mental cases, both among the 
Europeans and among the natives. The most important psychopathic 
hospital in the French colonies is located at Bien-hoa in Cochin China. 
It is surrounded by a tract of 17 hectares (42 acres), lying 33 kilometers 
from Saigon. It is electrically equipped and has pure water and swim- 
ming pools. A large portions of the tract is under cultivation and there 
are a number of workshops. The field work and the shop work furnish 
employment to the inmates, whereby the expenses of the institution are 
considerably reduced. During the period 1919-1928, 1,009 patients were 
admitted to the institution at Bien-hoa, of which number 16 were French, 
13 métis (persons of mixed blood), 827 Anamese, 66 Cambodians, 22 
Tonkinese, 2 Laos, 56 Chinese, 2 Hindus, and 2 Malays. Most of the 
Chinese, as soon as the first symptoms appear, are sent to their home 
country. 

Mental disease was most prevalent in the twenty-one to forty-five age 
groups, there having been 608 men as compared with 401 women. The 
incidence was much greater among unmarried than among married men. 
Another similar hospital will be opened soon at Tonkin, which is rapidly 
increasing in population and which is located a long distance from 
Saigon. A large hospital for mental patients has likewise been erected 
in Madagascar, in the province of Ambohi Tratimo, 18 kilometers 
from Tananarive. Its grounds comprise 4 hectares (10 acres) with 
eighteen pavilions, one of which is reserved for European men, an- 
other for European women; two pavilions are for native women, nine 
for native men; one pavilion with nine rooms is an isolation ward for 
hyperexcitable cases, in addition to which there are pavilions for hydro- 
therapy, for the housing of the personnel, store rooms, and kitchens. 
There is also an annex of the hospital, consisting of a pavilion located 
on the terrain of the former Ambohi Tratimo leprosarium, which is re- 
served for convalescents. Neither French West Africa nor French 
Equatorial Africa has as yet a psychopathic hospital; but, in his con- 
templated loan, Carde, the governor general, has figured 3,000,000 franes 
($120,000) for the erection of a psychopathic hospital, which will prob- 
ably be located in the Senegal region. Among the older colonies, 
Réunion Island and Guadeloupe each possesses a psychopathic hospital. 
The hospital at Saint-Pierre, Martinique Island, was destroyed in the 
Mont Pelée eruption in 1902. The hospital on Réunion Island is in- 
stalled in a former colonial hospital at Saint-Paul. It comprises a sec- 
tion for men, a section for women, and several pavilions to which pay 
patients or mild cases are admitted. The psychopathic hospital of 
juadeloupe is located at Saint-Claude. It admits mental patients from 
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Guadeloupe, patients from Martinique since the destruction of the Saint- 
Pierre hospital, and a few patients from Haiti. 


VOCATIONAL TRAINING IN NEW YORK 

The Voeational Service for Juniors, of New York City, has recently 
brought out a fifth edition of its directory, ‘‘Opportunities for Voca- 
tional Training in New York City’’, the fourth edition, issued in 
1925, having been exhausted. The object of the directory is to give 
in suceinet and easily available form information as to the types 
{ vocational training offered by the various educational institutions 
{ the city. In the present edition, the information is listed under 
the subjects taught, alphabetically arranged. Some 150 main sub- 
jects are listed, many of them with subheads under them. At the 
back of the book is an Index of Schools, with cross references to 
the subjects taught. The directory includes also a summary of the 
legal regulations that govern the conditions under which minors 
may work. The directory should be of value to all organizations 
and individuals who work with young people. 


ProposED MENTAL-HYGIENE LEGISLATION IN VICTORIA 


The last annual report of the Inspector-General of the Insane in 


the state of Victoria, Australia, concludes with the proposal of the 
following mental-hygiene measures: 


For some time, consideration has been given to a proposal to transfer 
the work of the Lunacy Department from the supervision of the Chief 
Secretary to that of the projected Ministry for Health. Such a chang: 
has been effected in other states and in Great Britain, and it does not 
seem that any great benefit has arisen beyond a change in nomenclature. 
Nevertheless, it appears to make possible the development of a strong 
and well codrdinated medical service, and it may possibly serve to emph: 
size the medical side of mental disorders and rescue the treatment 
insanity from burdensome restrictions imposed by the law. It is co 
ceivable that a strong division in mental hygiene would form the 
important part of the work of the Health Ministry, particularly 
embraced the treatment of mental disorders, mental defectives, i 
ites, and epilepties. 

It is more than probable that such a move will recei 
hearted support of the recently-formed Mental Hygiene Counci 
toria. This council is working on the lines of the mental-hygi 
ments which have been started in America, the United Kingdom, and 
other dominions. The movement is designed to bring before the public 
the necessity for increased activity and public interest in the handling 
of these difficult problems. 

Royal commissions and other forms of inquiry show how greatly the 
numbers of mental deficients are increasing, and it appears inevitable 
that unless a halt is called, increasing financial burdens will be entailed 


on every state. 
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Although it may seem a comparatively trivial beginning, the question 
of nomenclature of departments dealing with these problems should be 
reconsidered. The names lunatic, insane, imbecile, and idiot should dis- 
appear, as well as the term ‘‘committee’’ and other terms which ap- 
parently connect the admission of a mental case for treatment with police 
and legal procedure. 

Attempts should be made to develop the voluntary treatment of mental 
disorders; psychiatric clinics and wards should be established in general 
hospitals, which should codrdinate in a much greater manner than they 
do at present with the state hospitals. The establishment of a purely 
voluntary hospital would be another link between the general hospitals 
and the institutions of the Lunacy Department, and such an institution 
should be provided with a visiting staff of specialists to codperate with 
the medical officers of the department. A gynecologist, a radiologist, 
and specialists in other subjects should make periodical visits to the 
voluntary hospital or to the receiving house, which will still have to 
function as one of the first lines of observation and treatment. 

Fifteen years ago, when the question of amendment of the existing 
Lunacy Act was brought before Parliament, the proposition was ad- 
vanced in the direcfion of preliminary notification of mental cases, but 
it was dropped under the belief that it was better to assimilate one 
innovation at a time. That innovation—the voluntary-boarder system— 
has unquestionably demonstrated its utility and value. Preliminary 
notification will be of the greatest assistance, as it will allow for the 
treatment of early and suitable cases of mental disorder to be carried 
out in approved private hospitals other than the existing private licensed 
houses. Under the joint inspection of the Health Department and the 
officers of the proposed Mental-Hygiene Department, some check will be 
obtained on the unauthorized treatment of patients which exists to some 
extent at the present time, and which, under the existing conditions of 
the Act, it is almost impossible to prevent. 

It must be remembered that the institutions under the Lunacy Depart- 
ment contain as many beds as all the general hospitals and benevolent 
asylums in this state put together, and that the work is assuming pro- 
portions of which the general public has little conception. 

This is an outline only of the propositions which it is proposed to 
attack and ameliorate by the mental-hygiene movement, which takes into 
consideration educational matters, vocational guidance, guardianship, 
and after-care of mental defectives and delinquents, as well as mentally 
disordered persons. The border-line, a class of invalid or detrimental 
hitherto left to chance, will also meet with the attention it merits. 
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